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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobomate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES / Cranbury, N. J. 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the cee of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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In many seemingly mild physical disorders 
an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
Tofranil is admirably adapted to use in the 
home or office in these milder “depression- 
complicated” cases. 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


Relaxed, alert, attentive ...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 
or her physical efficiency. 


The patient takes one Meprospan-400 capsule 


at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


> 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Now she can enjoy sus- 
tained tranquilization all through the night. 


Peacefully asleep . . . she rests, undisturbed 
by nervousness or tension.*(Samples and 
literature on Meprospan available from 
Wallace Laboratories, Cranbury, N. J.) 
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There IS an answer... 
when COSTS are important! 


THE BROWN SCHOOLS for mentally retarded and emotionally disturbed 


persons from infancy to maturity* 


WHE Older retarded persons (21 yrs. and over)—$230 monthly tuition; 
MME Retarded children (infancy to 21 yrs.)—$230 to $280 monthly tuition; 


Emotionally disturbed children and adolescents (8-18 yrs.) —$280 monthly tuition 
plus $100 per month individual therapy. 


Paul L. White, M. D., Medical and Psychiatric Director 
For a detailed catalogue describing The 
Brown Schools in both text and photo- 
graphs to: 
Mrs. Nova Lee Dearing, Registrar 
Dept. C-O « P.O. Box 4008 
Austin 51, Texas 


Austin and San Marcos, Texas © Founded in 1940 © Six separate resident centers 
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removes the bars between patient and psychiatrist 


Tri lafo avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 
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Tri lafon helps the psychotic 


perphenazine 


function more effectively—shortens hospitalization’ 


Responsive psychotic patients on TRILAFON exhibit “...dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding....”? 

Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
administration, precautions and contraindications. 


References: (1) Ayd, F. J., Jr.: New England J. Med. 26]:172, 1959. (2) Morgan, D. R., and van Leent, J. BP: M. J. Australia 45:696, 1958. 
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The gift of confidence in epilepsy. In the enchanted moment of childhood, happiness 
is a world of friends, plans, faces, teams... Time was when the penalty of being “different”’ 
was to be denied these joys of belonging, never to know the simplest and sweetest pleasures 
of growing up. Now, with these five distinguished anticonvulsants you can take your 
patients from early childhood to productive maturity —steadily, usefully, confidently. 


Anticonvulsants by Abbott. PEGANONE® (Ethotoin, Abbott—A hydantoin of exceptionally low toxicity. Indicated 
for grand mal and psychomotor seizures. PHENURONE® (Phenacemide, Abbott) —Often effective when other agents 
fail. For grand mal, petit mal, psychomotor and mixed seizures. GEMONIL® (Metharbita!, Abbott)\— 

Relatively non-toxic. For grand mal, petit mal, and mixed seizures symptomatic of organic 

brain damage. TRIDIONE® (Trimethadione, Abbott) PARADIONE® (Paramethadione, Abbott)—Homol- assotrT 
ogous agents. Generally afford symptomatic control of petit mal, myoclonic and akinetic seizures. 


XI 


006218 
@ 
- j 
yt 
ap 
2 
a 
4 + 
4 
ign 
panty 
ie 
2 


‘atfi 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S opainins, the unidirectional currents; 2. SedAc (attach- 
ment) to - used with Model S$; 8. SedAc (self-powered) an independent 
instrumen 
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MODEL SOS 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


* exceptionally fast clinical therapeutic response ze 


e most efficient convulsive currents result in minimal side effects — : 
“pmea, thrust, confusion and treatment-génerated anxiety are 


egligible 
e atients are quickly clear and bright following treatment a 


e difficult cases have responded to SedAe deep sleep therapy — 
powerful, deep, effective yet safe treatments are easily applied 


@ SedAc current establishes better transference — patients become 
communicative 


_-*> «aversion to EST minimized by gentle SedAc current 


© vu. — vb, with safety lock, controls convulsive and sedative cur- 
rents 


* multiple units used in many hospitals for simultaneous deep sleep 
treatments — with same doctor-nurse team required for one 


machine 
e clinical studies have evaluated a new measurement procedure to é 

determine areas of cerebral damage and the degree of malfunction - 
Only Reiter, the original unidirectional current electrostimulators; are 
authentically backed by extensive clinical experience with over 200 references i 
in literature and text-books. 
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alert 


new, improved, 
more potent relaxant 
for anxiety and tension 


e effective in half the dosage required with meprobamate 


e much less drowsiness than with meprobamate, 
phenothiazines, or the psychosedatives 


e does not impair intellect, skilled performance, 
or normal behavior 


e neither depression nor significant toxicity has been reported 


EMYLCAMATE 


a familiar spectrum of antianxiety and muscle-relaxant activity 

no new or unusual effects—such as ataxia or excessive weight gain 

may be used in full therapeutic dosage even in geriatric or debilitated patients 
no cumulative effect 

simple, uncomplicated dosage, providing a wide margin of safety for office use 


STRIATRAN is indicated in anxiety and tension, occurring alone or in 
association with a variety of clinical conditions. 

Adult Dosage: One tablet three times daily, preferably just before meals. 
In insomnia due to emotional tension, an additional tablet at bedtime usually 
affords sufficient relaxation to permit natural sleep. 

Supply: 200 mg. tablets, coated pink, bottles of 100. 


While no absolute contraindications have been found for Striatran in full recommended dosage, 
the usual precautions and observations for new drugs are advised. 

For additional information, write Professiona! Services, 

Merck Sharp & Dohme, West Point, Pa. 


mG MERCK SHARP & DOHME, piviSiON OF MERCK & CO., Inc., WEST POINT, PA. 


STRIATRAN IS A TRADEMARK OF MERCK & CO., INC. 
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TESTED 
in numerous mental conditions 


RATED EFFECTIVE 
by the medical and nursing staff 


APPRECIATED 
by the patient 


brand of thiopropazate dihydrochloride 


SEARLE 


In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients' 

the results were favorable. 


In another study’ of chronic 
mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
were improved with Dartal. 
While the majority had 
schizophrenia, the group also 
included patients with chronic 
brain syndrome, manic-d-pres- 
sive reaction, involutional 
psychoses and psychoneuroses. 


Dartal was considered extremely 
useful in certain patients 

with neurosis and emotional 
hyperactivity. Many atients 
did much better on Dartal* 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 
end of two and eight weeks, 
as found in a carefully 
controlled study of fifty-four 
patients with chronic 
schizophrenia. 


All these studies and previous 
ones*** emphasize the relative 
freedom from serious side actions. 


References: 


Personal communications to the Division of 
Clinical Research from: (1) Sidney Cohen, M.D., 
Chairman, Research Committee Neuropsychiat- 
ric Hospital, Veterans Administration Center, 
Los Angeles 25, California. (2) Danville (Penn- 
sylvania) State Hospital, study in progress. (3) 
Eastern State Hospital, Vinita, Oklahoma, Clini- 
cal Director G. W. Kleinschmidt, M.D.; experi- 
mental work conducted by Attila Nagy, M.D. 
(4) Hamilton, M.; Smith, A. L. G.; Lapidus, H. E., 
and Cadogan, E. P.: A Controlled Trial of Thio- 
propazate Dihydrochloride (Dartalan), Chior- 
pi ine and Occupational Therapy in Chronic 
Schizophrenics, J. Ment. Sc. 106:40 (Jan.) 1960. 
(5) Ferrand, P. T.: Minnesota Med. 417:853 
(Dec.) 1958. 6. Edisen, C. B., and Samuels, 
A. S.: Arch. Neurol. & Psychiat. 80: 481 (Oct.) 
1958. 
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a nonsedative tranquilizer that ees 


(brand of amphenidone! 


for greater therapeutic effectiveness in 
anxiety and tension with lowest inci- 
dence of side effects for the outpatient 


inciience (%) of Side Effects 
Phenaglycode 
Benactyzi 
Chiormezano 
Chiorprothixen 
Meprobama 


Chlorprothixene 
eprobamate 
Methoxypromazine 
haglycodol 
Chiormezanone 
Benactyzine 
Mephenoxalone 
Phenobarbital 
inert placebo 


Indications: Anxiety and tension states, tension headaches, pre- and post- 
operative apprehension, anxiety coexistent with gastrointestinal, dermato- 
logic, gynecologic, cardiovascular and other functional or organic disorders, 
behavior disorders in children associated with anxiety and tension. 

Dose: Adults, one or two 200 mg. tablets three times a day. Children, 6 to 16, 
one or two 100 mg. tablets two times a day. Administration limited to three 
months duration. 

Supplied: 200 mg. yellow scored tablets, and 100 mg. pink tablets, each in 
bottles of 100 and 500. 

*Nodine, J. H.; Bodi, T.; Slap, J.; Levy, H. A., and Siegler, P. E.: Human 
bioassay of tranquilizers in psychosomatic disorders, Scientific Exhibit, 
American Medical Association Annual Meeting, Miami Beach, Florida, 
June 13-17, 1960. 

Maltbie Laboratories Division, Wallace & Tiernan Incorporated, Belleville 9, N. J. 
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can penetrate the mental and physical apathy of senile patients so that 
they become more alert and cooperative. With ‘Compazine’, these patients are usually - 
less inclined to incessant complaining. As they begin to socialize and to take an 
interest in their personal appearance and environment, the problems of management 
are greatly eased. 
: ‘Compazine’ can also resolve the delusions and hallucinations of senile psychotics. 
And because “Compazine’ has little, if any, hypotensive effect, it can be used even 
in those patients who have cardiovascular disorders. 
N.B.: If the senile psychotic is hyperactive, agitated, or belligerent, needing a 
sedative effect, Thorazine® (brand of chlorpromazine) may be preferable. 
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leaders in psychopharmaceutical research KLUNE® 


to help apathetic, 
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THE ADOLF MEYER RESEARCH LECTURE 


THE STUDY OF DEFECT ' 


PROFESSOR SIR AUBREY LEWIS, M.D., F.R.C.P.* 


I believe I am the first Adolf Meyer Lec- 
turer to have enjoyed the privilege of work- 
ing at the Phipps Clinic in the days when 
Dr. Meyer was its head. It was therefore 
with exceptional pleasure that I learnt I was 
to have this opportunity of recording my 
personal debt to him. Tributes to the out- 
standing man in whose name this Lecture 
has been established have taken many forms, 
and American psychiatrists know better than 
we who came to Hopkins from abroad, 
what his services have been to psychiatry in 
this continent. But it is right for us who 
carried back to our own countries what we 
had learnt, to say what we owe him: the 
example of his integrity—his moral and in- 
tellectual integrity—and his conception of 
the humane aims of our specialty. These ex- 
ercised a force upon his pupils whose effect 
can still be discerned in the psychiatric de- 
velopments of Great Britain and some of 
the Scandinavian countries. No doubt it is 
a mistake to look around in one’s middle age 
and decide that in comparison with the 
great men under whom we served our ap- 
prenticeship we are a lesser breed of 
epigoni, busy in dotting i’s and crossing t’s : 
it would, however, be no mistake to say that 
for the progress we have seen in psychiatry 
during the last quarter century we owe 
much to the labours of predecessors, very 
notable among them Adolf Meyer, teacher 
and exemplar. 

I have chosen to speak of the study of 
defect. This may seem a paradoxical choice, 
since of all the wide issues in psychiatry 
mental defect is the one which Dr. Meyer 
least considered in his oral teaching and 
his writings. In his Salmon Lectures(32) he 
acknowledged the relative lack of plasticity 
and modifiability in defectives, and the pas- 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 The Institute of Psychiatry, The Maudsley Hospi- 
tal, Denmark Hill, London, S.E. 5, Eng. 


sage might be taken to suggest that because 
of his melioristic passion, the intractability 
of this group of constitutional weaknesses 
put them outside the scope of his concen- 
trated thought and effort. Such an inference 
would be, I think, mistaken. Dr. Meyer was 
distressed by the common attitude of su- 
periority and even contempt towards the 
mentally defective: he tried to counter it 
by emphasizing “that there are perfectly 
good and useful imbeciles and that it is 
the use, and not only the quantity of the 
assets which decides human desirability” 
(31). But lacking clinical access and ex- 
perience in these conditions, and having so 
much work to his hand in other areas of 
psychiatry, it is not surprising that he said 
and wrote very little about the intellectually 
handicapped. 

The intellectually handicapped—in using 
such a phrase I am perhaps begging a 
question? At home I should almost certainly 
be told that I am, for this is a contentious 
issue with us. Because of it mental defect 
has become a murky concept. The most 
recent and outspoken inquirer(48) into this 
vexed matter concludes that 


the urge to get away from purely intellectual 
concepts of mental deficiency and to substitute 
the criterion’ of social competence, has thus left 
us with a situation which is fantastically com- 
plicated—or perhaps “muddled” would be a 
better word. 


I shall be returning to this cardinal issue : 
I mention it now, as a reminder—at any 
rate for us in England—of the fuzzy outlines 
and unsteady basis of the object of our 
studies in retardation, or defect (as I think 
we may still call it). 

It has been until lately a neglected branch 
of psychiatry. But in research this is now 
happily untrue. The rate at which fresh 
knowledge about mental defect has been 
accumulated in the last 20 years contrasts 
strangely with the slowness with which pub- 
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lic authorities and doctors have given up 
regarding it as an Ugly Duckling. In few 
countries does the care of defectives re- 
ceive the administrative and financial sup- 
port that is accorded to psychotic patients— 
extramural facilities for them are weaker 
than those offered to the neurotic who seeks 
help in outpatient departments and day hos- 
pitals ; and, most disconcerting of all, the 
bulk of psychiatrists do not regard this 
branch of clinical work as lively and re- 
warding. 

Yet its notable recent triumphs are surely 
the prelude to a wide advance. The doors 
are opening fast. At least 5 distinct metabo- 
lic anomalies have been detected, so that 
possible ways appear of aborting their ill 
effects on mental growth : the genetic pe- 
culiarity of mongolism has been disclosed in 
the extra chromosome produced, we may 
suppose, by non-disjunction; challenging 
evidence has accumulated on maternal con- 
ditions during early pregnancy which may 
retard a child’s mental development; the 
capacity of imbeciles to learn has been 
found greater than we thought. These are 
advances, fit for application to treatment 
and prevention, which are as considerable 
as any made in the study of other forms of 
mental disability during the same period. 
Professor B66k(5) says that in the field of 
mental deficiency we can see some of the 
most brilliant contributions of genetics to 
psychiatry ; that statement might be ex- 
tended, I believe, to cover the contributions 
of biochemistry and perhaps of psychology 
also. In spite of this arresting efflorescence 
of research in mental deficiency, it remains 
the branch of psychiatry that seems least 
attractive to our recruits. For a vacant post 
in the mental deficiency hospitals competi- 
tion is less keen than for posts of the same 
standing in the other mental health services. 
Yet the prestige of any subject commonly 
rises when it is known to be advancing in 
basic knowledge that can be applied to hu- 
man affairs. It may be objected that though 
this sort of prestige impresses informed on- 
lookers anil attracts research workers it does 
not move doctors to take up the practice of 
a special ranch of medicine. This I doubt : 
while recognising, of course, that many 
other factors besides impressive scientific 
advance determine the choice of a particular 


career in our profession. Professor Merton’s 
investigation(30) showed that the process 
begins early. The recent study by Professor 
Pasamanick and Dr. Rettig(39) has con- 
firmed that in the eyes of medical students 
psychiatry still ranks low among the spe- 
cialties ; and one may suspect that if sub- 
divisions of psychiatry had been explored, 
work in the mental deficiency services 
would have been found near the bottom of 
the list. 

Is this poverty of esteem because the 
study of defect is unimportant to modern 
society ? Far from it. In England and Wales 
—to take the statistics best known to me— 
the expectancy of admission to a mental 
deficiency hospital is four for every thou- 
sand male births, and three per thousand 
female births : over a quarter of all the beds 
for mental disorder are reserved for mental 
defectives ; besides the occupants of these 
58,000 beds in mental deficiency hospitals, 
there were nearly 80,000 ascertained de- 
fectives receiving community care from lo- 
cal health authorities in 1955. In spite of 
many causes for divergence in prevalence 
estimates, there is substantial agreement be- 
tween surveys carried out at different times 
and in different places during this century 
which indicate a prevalence rate of between 
0.8% and 1.0% of population, or 3% to 3.5% 
of the population under the age of 18, 
exhibiting varying forms or degrees of de- 
fect. This figure proclaims the rough extent 
of the aggregate personal misfortunes, the 
waste and the socio-economic handicaps 
which widespread mental defect implies for 
a civilized community. It is true that these 
are crude statements. Defect is not a bio- 
logical entity, or indeed a psychological 
or pathological entity, but rather a con- 
geries of morbid conditions. Its prevalence 
is not an absolute, but a conditional esti- 
mate. The cultural values and attitudes of 
a society have much to do with its recog- 
nition and may determine how heavy will 
be the economic and social burden it 
creates. Moreover, here kindness may be 
cruel, and efficient provision a hardship : 
for in a wealthy, humane, highly organised 
society people who are poorly endowed may 
be set aside and debarred from living a 
normal life, so that they cannot contribute 
their self-respecting mite to the common 
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stock or fulfill their side of the social con- 
tract, whereas in a ruder, less exacting so- 
ciety they might be integrated into the life 
of the community and be indistinguishable 
from the common run of its members. And 
the extent of the liability is mounting : the 
social and medical advances which permit 
mongols and other handicapped children 
to survive, lead to an appreciable increase 
in the prevalence of defect : a fourfold in- 
crease over the last 30 years in the preva- 
lence of mongols in the population of chil- 
dren aged 10 years, as Carter(7) has re- 
cently shown. Such considerations reinforce 
the argument that here in defect we have 
an enormous social and medical issue—or 
rather network of issues. They underline 
the disturbing paradox: mental defect is 
a challenging, insistent, promising branch 
of psychiatry, yet psychiatrists are not, on 
the whole, drawn towards it. 

It is all the stranger when we consider 
that the study of defect promises to throw 
light not only on its own path but on some 
of the byways of the rest of psychiatry— 
byways so often traversed that they have 
become ruts leading into bogs. There are 
important and popular divisions of psychi- 
atry in which the law of diminishing returns 
is painfully evident, so that there is much 
cry and little wool. This cannot be said of 
the study of defect at the present time, nor 
of its potential relevance to cruxes that 
puzzle psychiatrists generally. Now that the 
ice has broken here in the streams of bio- 
logical, social and psychological research, 
our understanding of mental illnesses stands 
to profit from advances in knowledge of the 
pathology—psychopathology and somatic 
pathology alike—of mental defect. Perhaps 
the paradox I have been dwelling on is only 
a matter of time-lag. Among psychiatrists 
in England at any rate there has been, I be- 
lieve, a perceptible quickening of interest 
during the last two or three years in the 
practice as well as the study of mental de- 
ficiency : it can be attributed to their aware- 
ness of the scientific stirring in the subject, 
and its closeness to other psychiatric issues 
of moment. 

The concept of defect has, of course, long 
been based on a simple dichotomy, that 
many would say has now served its turn. It 
was summed up by Esquirol(10) in an epi- 


gram—“The dement is a man deprived of 
the possessions he once enjoyed, he is a 
rich man who has become poor. But the de- 
fective has been penniless and wretched all 
his life.” Esquirol—who said also “Defect is 
not a disease, it is a condition”’—was herein 
making a distinction that had been firmly 
established in jurisprudence. The common 
law of England, from the 13th century, 
drew a line between the “natural fool,” wit- 
less from birth, and the lunatic who “hath 
had understanding but by disease, grief, 
or other accident, hath lost the use of his 
reason.” Similarly in the early Brehon Laws 
of Ireland. It is an obvious way of dividing 
those who have never been, from those who 
have ceased to be, mentally normal. Yet this 
commonsense differentiation took a long 
while to achieve clinical sanction. At the 
end of the 18th century the medical distinc- 
tion between dementia and defect took a 
long while to achieve clinical sanction. At 
the end of the 18th century the medical dis- 
tinction between dementia and defect was 
blurred, as we see very plainly in the writ- 
ings of such leaders as Philippe Pinel and 
Johann Christian Reil : 


Insanity in one of these forms can go through 
a sort of transformation, emerging in another 
form, so that one sees melancholics pass into 
mania, some manic patients fall into dementia 
or idiocy, and sometimes even some idiots pass 
into a temporary attack of mania and then 
fully recover the use of their reason (Pinel) 
(41). 


Such being the jumble, Esquirol was 
rendering some service to clear thought by 
asserting the distinction he did, with sharp 
and authoritative precision. But it is sig- 
nificant of the whirligig on which our think- 
ing about these matters seems to turn, that 
we are now veering back in some respects 
to the position which had been assumed by 
Esquirol’s predecessors, and which seemed 
to have been abandoned more than a hun- 
dred years ago. A few months ago a Com- 
mittee of the Group for the Advancement of 
Psychiatry, in their brochure on basic consid- 
erations in mental retardation, wrote(15) : 


Historically the concept developed that deviant 
children could be classified accurately into 
clear-cut categories such as the psychotic, the 
neurotic, those with character problems, and 
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the mentally deficient. More recent experience 
has underscored the difficulties inherent in dif- 
ferential diagnosis. In a substantial number of 
cases the diagnostic term attached to a given 
patient depends upon the orientation of the 
examiner rather than upon the presenting 
symptomatology or developmental histcry of 
the patient. 


Such subjectivism is an indictment of our 
discipline (if we may continue to call it a 
discipline, after that), but it shows the way 
the wind is blowing. 

Classification is usually a jejune theme. In 
this instance it has the value of a signpost, 
betokening changes in the direction of our 
thought about the nature of defect. The 
latest swing is expressed in the 1957 report 
of our Royal Commission( 42): 


The basis for this (the traditional) distinction 
between the mentally ill and the mentally de- 
fective is practical rather than scientific. 
Broadly speaking, people who develop a men- 
tal illness in adult life and people who have 
been mentally retarded since birth or child- 
hood need and receive different forms of care 
and treatment. On the other hand, the term 
“mental defectiveness” as well as the term 
“mental illness” covers a wide range of mental 
conditions, and there is a body of opinion 
which considers that it would be more suitable 
to treat some forms of mental deficiency in the 
same hospitals as the milder forms of mental 
illness than to accommodate all types of men- 
tally defective patients together in one hospital. 
It is also a fact that some diseases which affect 
the brain, at whatever age they occur, result 
in a mental condition similar to that of a per- 
son whose mind has never fully developed, 
and general degeneration of the mental facul- 
ties in adult life sometimes has a similar result. 
One of the questions on which opinions differ 
widely, is whether the term “mentally defec- 
tive” should be confined to people who are sub- 
normal in intelligence, or whether it should also 
be applied, as it sometimes is at present, to 
some whose intelligence is normal, being near 
or even above average, but who show serious 
lack of maturity in other aspects of their per- 
sonality. 


After lengthy discussion of the question the 
members of the Royal Commission con- 
cluded that the general class “mental dis- 
order” should include disability from defect 
as well as illness ; and in the Mental Health 
Act which became law last year their 


recommendation was adopted. Of course 
neither Royal Commissions nor Acts of Par- 
liament can make us use for medical pur- 
poses categories which we do not think use- 
ful and apt ; but the statutory changes were 
in fact the response of legislators to a 
strong trend of informed medical opinion. 
The implications of this trend reach far, and 
I shall return to it. 

The revolutions of opinion about how de- 
fect should be classified and treated derive 
from historical influences more extraneous 
to medicine than is commonly supposed. 
Certain of these deserve closer regard. 

In the first phase social issues—such as 
criminal responsibility, and capacity to con- 
trol one’s possessions—dominated systematic 
consideration of the nature of defect. Men 
stressed its kinship to the limited capacity 
of children to reason, to judge moral or 
intellectual issues, and to act appropriately. 
Hence came feudal claims to wardship of 
the land of a “natural fool,” “purus idiota,” 
and the definition of 


an idiote or a natural foole is he who notwith- 
standing he bee of lawfull age, yet he is so 
witless that hee can not number to twentie, 
nor can he tell what age he is of, nor knoweth 
he who is his father, or mother, nor is able to 
answer any such easie question. 


At the same time influences of an older 
date caused defectives to be credited with 
guileless virtue, so that “innocent” and 
“crétin” (chrétien) were considered appro- 
priate terms for them. 

As we move through the centuries to- 
wards our own time, philosophers have 
more and more to do with the matter. Vives, 
the pupil of Erasmus, developed the prin- 
ciple that in education the process of learn- 
ing is determined not only by the subject 
matter to be learnt but by the nature of the 
learning mind. And, concerned as he there- 
fore was to adapt methods of instruction to 
the peculiar needs of the learner, he be- 
came a pioneer in urging the special re- 
quirements of the mentally defective and 
the deaf. A century later came Locke, in- 
sisting that all knowledge derives from ex- 
perience, by way of sensation and reflection, 
i.e. introspection—a view half accepted by 
Condillac, with consequences that are still 
discernible in our methods of treating de- 
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fect. Condillac, in his famous model or 
myth of the animate statue endowed only 
with one inodality of sensation, illustrated 
his belief that from sensations all the men- 
tal operations, including desire and abstract 
thought, are genetically developed : hence 
it followed that anyone who would educate 
children who are handicapped from their 
earliest years must foster a dual process, 
training them in observation and training 
them in reasoning. 

Everybody knows how these views, and 
probably those of Helvetius, determined the 
persevering experiment by Itard 150 years 
ago which, misguided though it was in aim, 
put an end to the long era of hopelessness 
and neglect for the imbecile. All that has 
since been done, and is still being done, 
for the education of the mentally defective 
harks back to that patient application of 
18th century philosophy. 

In the 19th century the extraneous forces 
came not from philosophy but from biology : 
and within medicine, from morbid anatomy. 

The biological mold into which current 
knowledge about defectives was poured 
was at first largely anthropological, in the 
spirit of Blumenbach and Prichard—and 
of course Gall. Interest in the size and shape 
of skull became intense. Medical writings 
on defect in the first half of the 19th century 
are cluttered with cranial measurements. 
Esquirol devotes six or seven pages of his 
textbook to considering the value of such 
measurements ; Griesinger likewise. But 
little was gleaned from all this craniometry. 
Thomas Fuller had put the matter in a 
nutshell—“their heads (those of naturals) 
sometimes so little, that there is no room 
for wit ; sometimes so long, that there is no 
wit for so much room.” 

Another illegitimate offspring of biology 
and anthropology was the long-lasting con- 
ception of mental defect as the last or the 
“atavistic” stage in the degeneracy of a 
stock; it was in its heyday when pro- 
pounded by Morel, it passed into its decline 
with Langdon Down and, last of all, Cruik- 
shank: and was deeply involved in the 
pedigree-haunted terrors of those who told 
us about the Jukes and the Kallikaks. 

In this century the dominant influences 
upon defect have come from more dispersed 
fields of knowledge—from metabolic studies, 


from epidemiology, genetics, and—in grate- 
ful mutuality—from psychology, which owes 
to mental defect the incalculable impetus 
given by Binet’s brilliant development of 
mental tests between 1904 and 1911(2,3,4). 
In our time investigation into mental defect 
has been responsive—sometimes weakly, 
sometimes strongly—to every wind that blows 
through medicine : witness the sizeable out- 
put of papers on the effect of “tranquiliz- 
ing” drugs upon defectives, and the little 
series of reports a few years ago on what 
prefrontal leucotomy and hemispherectomy 
could do for some disturbed imbeciles. The 
Zeitgeist seems to have been quite busy, 
fixing the advances, and ensuring the pe- 
riods of stagnation, in this branch of psy- 
ciatry. 

There is, however, one tributary to the 
stream of progress that has received, I 
think, too little attention. For the last hun- 
dred and fifty years or more it has flowed 
powerfully though intermittently. 

This is the study of language, and par- 
ticularly its application to the work of 
teaching deaf children to speak. There are 
several curious themes which intersect the 
mesh of this story. I do not want to go too 
far back, so I shall remind you only of 
Lord Monboddo, the forerunner of Darwin. 
Lord Monboddo(6) maintained that speech 
is not performed “naturally,” but is acquired 
by custom and exercise, and in support of 
this quoted the “wild men who had been re- 
ported from the 14th century onwards”— 


I say in the first place that of all those savages 
which have been caught in different parts of 
Europe, not one had the use of speech, though 
they had all the organs of pronunciation such 
as we have them, and the understanding of a 
man, at least as much as was possible when 
it is considered that their minds were not cul- 
tivated by any kind of conversation or inter- 
course with their own species . . . One of 
these was caught in the woods of Hanover as 
late as the reign of George I and for anything 
I know is yet alive . . . He was a man in mind 
as well as body, as I have been informed by a 
person who lived for a considerable time in 
the neighbourhood of a farmer’s house where 
he was kept and had an opportunity of seeing 
him almost every day, not an idiot, as he has 
been represented by some who cannot make 
allowance for the difference that education 
makes upon men’s minds ; yet he was not only 
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mute when first caught, but he never learned 


to speak. 


Here, in 1774, we have a topic familiar in 
the earlier history of defect—can a “natural” 
or feral man be educated ; we have also the 
prelude to the hotly argued debate as to 
whether these wild men are mute and brutish 
because they have been brought up away 
from human kind, or because they have 
congenital mental defect. You may be won- 
dering whether Monboddo borrowed his 
ideas from the French philosophers then 
busy with such matters. I think not. He tells 
us that he developed his opinions without 
knowledge of Condillac’s views (though he 
later read an extract from the Essai sur 
Torigine des connaissances humaines). 
Lord Monboddo clinched his argument 
about the origin of speech by adducing a 


special case. 


What puts the matter out of all doubt, in my 
apprehension, is the case of deaf persons 
among us. And their case deserves to be the 
more attentively considered, that they are 
nearly in the condition in which we suppose 
men to have been in the natural state. For, 
like them, they have the organs of pronuncia- 
tion ; and, like them too, they have inarticulate 
cries, by which they express their wants and 
desires. They have likewise, by constant inter- 
course with men who have the use of reason, 
and who converse with them in their way, 
acquired the habit of forming ideas; which 
we must also suppose the savage to have 
acquired, tho’ with infinitely more labour, 
before he could have a language to express 
them. They want therefore nothing in order 
to speak, but instruction or example, which the 
savages who invented the first languages like- 
wise wanted. In this situation, do they invent 
a language when they come to perfect age, 
as it is supposed we all should do if we had 
not learnt one in our infancy? Or do they 
ever come to speak during their whole lives ? 
The fact most certainly is, that they never do ; 
but continue to communicate their thoughts 
by looks and gestures, which we call signs, 
unless they be taught to articulate by an art 
lately invented. 


Monboddo then describes the methods used 
by the Abbé de lEpée in Paris and by 
Braidwood in Edinburgh, and continues : 


If it had not been for this new-invented art 
of teaching deaf persons to speak, hardly any- 
body would have believed that the material 
or mechanical part of language was learned 
with so much difficulty. But if we would get 
an Orang Outang, or a mute savage such as 
he above-mentioned who was caught in the 
woods of Hanover, and would take the same 
pains to teach him to think that Mr. Braidwood 
takes to teach his scholars to speak, we should 
soon be convinced that the formal part of 
language was as difficult to be learned as the 
material. For my own part, I am fully per- 
suaded that the minds of men laboured as 
much at first, when they formed abstract ideas, 
as their organs of pronunciation did when they 
formed articulate sounds; and till the mind 
be stored with ideas, it is a perfect void, and 
in a kind of lethargy, out of which it is roused 
only by external objects of sense, or calls of 
appetite from within. It was this want of ideas 
which made the Hanoverian savage pass, in 
the opinion of many, for an idiot. 


The parallel here with Itard’s(19) reason- 
ing in the famous case of Victor is obvious : 
the education of the wild or natural man is 
to be modelled on that of the deaf-mute. 
For Monboddo the exponent of how to 
teach the deaf is the Abbé de l'Epée ; for 
Itard, 30 years later, it is de 'Epée’s pupil 
and successor, the Abbé Sicard. There were, 
of course, conspicuous differences between 
Itard and Monboddo; one was a young 
doctor of 25, the other an elderly judge, a 
busy Lord of Session at Edinburgh: and 
whereas one was enthusiastically occupied 
day by day with treating deaf children at 
the Institution Nationale des Sourds-et- 
Muets, the other was able only to speculate 
about them and about others deprived of a 
normal upbringing. But the line of thought 
was the same, and it brought lasting bene- 
fits to the defective. 

Itard’s example fired Séguin, who never 
faltered in his admiration for the man and 
his achievement. And like Itard—possibly 
because he had been Itard’s pupil—he 
looked back in his efforts for the defective 
to the principles which underlay the suc- 
cessful education of deaf-mutes. But it was 
not to the principles of de ’Epée and Si- 
card, but to those of their brilliant rival, 
Jacob Rodriguez Pereira, that he turned 
for guidance. Whereas de Epée had been 
content to teach the deaf to communicate 
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by signs and finger-spelling, Pereira taught 
them to speak. Séguin(43) drew an analogy 
between Pereira’s basic principles and those 
which had enabled Séguin himself, as he 
believed, to solve the problem of treating 
defect. 


I am not unaware that the problem of educat- 
ing deaf-mutes was attacked and even solved 
in the last century from a wider standpoint, 
that of Pereira, which is strikingly analogous 
to that which I have used to solve the problem 
of treating mental defect. 


This analogy bore practical fruits in many 
countries. When Séguin came to this coun- 
try it was to Dr. Samuel G. Howe, an expert 
in the treatment of the deaf and the blind, 
as well as of the feebleminded, that he first 
went. In Germany, at the same time, Dr. 
Saegert, the head of the Asylum for Deaf- 
Mutes in Berlin, established his school for 
defectives (1842). Earlier in the century 
Albrecht Vering in Miinster, Guggenmoos 
in Salzburg, K. F. Kern in Méckern, and 
Katenkamp in Oldenburg had conducted 
the education of mentally defective, deaf 
and blind children in the same schools, on 
the same broad principles. 

There was, it is clear, a powerful and 
significant transfer from the theory and 
practice of educating the congenitally deaf, 
to the training of the mentally defective. 
This derived from recognition of the cardi- 
nal role that language and speech play in 
mental activity. Esquirol said that 


what determines the peculiar character of the 
different varieties of defect is the use of lan- 
guage, that essential attribute of man, given 
him to express his thought : it is the feature 
most clearly related to intellectual capacity in 
defectives. 


Fifty years ago Binet and Simon endorsed 
Esquirol’s view : 


So one can distinguish the patients according 
to their ability to speak or to learn to read, 
because these are not inherent faculties but 
practical attainments which depend on the 
energy and level of certain faculties : and that 
is all measurable. 


The issue still has contemporary impor- 
tance. In current research, when we talk of 


problem-solving and thinking, we are forced 
to consider how words enter into the forma- 
tion of concepts, and facilitate generaliza- 
tions. And since even the simple operations 
which imbeciles can carry out, may entail 
the solving of a problem, we have to regard 
closely the defective’s way of attaining con- 
cepts, and of using verbal generalization to 
this end. 

The dependence of concepts on words was 
stated in its most uncompromising form by 
Max Miiller( 34). 


What we have been in the habit of calling 
thought is but the reverse of a coin of which 
the obverse is articulate sound, while the cur- 
rent coin is one and indivisible, neither thought 
nor sound but word. 


We know from studies in aphasia, such as 
Head carried out, and from many experi- 
mental inquiries how untenable this ex- 
treme view is. But there is much convincing 
evidence that words aid thinking and are 
for some conceptual processes indispens- 
able—what C. E. Osgood has called the 
“representation level” of organization in 
cognitive processes. 

Vigotsky, Luria and other Soviet psy- 
chologists (46, 25,26) have emphasised the 
directive and adjuvant function of speech in 
normal mental development. Lublinska- 
ya(24), for example, showed that children 
could differentiate signals much more 
quickly when verbal labels were attached to 
them, and that differentiations thus verbally 
reinforced were more stable and generalised 
than those elaborated without it. Similarly 
the Iowa workers—Spiker and his colleagues 
(44)—have demonstrated that when a child 
is given a common name for a set of 
stimuli, or a relation name (e.g., middle- 
sized ), he learns more quickly to generalize 
and disciminate in an instrumental task : 
assigning a verbal symbol, or label, to ap- 
proved stimuli may make it more likely that 
a child will be able to transpose his learn- 
ing to a new situation. 

To determine how far this adjuvant role 
of words is held good for imbecile children, 
two of my colleagues in our Research 
Unit( 16, 17, 18, 35,36), Dr. O’Connor and 
Dr. Hermelin, devised and carried out dur- 
ing the last few years a series of experi- 
ments, some of which I should like to de- 
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scribe very briefly, though I fear that in 
doing so I shall rob them of their lucidity. 
O’Connor and Hermelin examined Luria’s 
hypothesis that the significant deficit shown 
by poor verbal capacity is not so much an 
aspect of defective intelligence as an in- 
herent difficulty in making the connection 
between words and motor behaviour. They 
found that though imbeciles (mean I.Q. 40) 
did not differ from normal children of the 
same mental age in certain tasks requiring 
discrimination and transposition, they were 
more quickly able to reverse a response 
previously learnt (i.e., to move, for a re- 
ward, the larger of two black squares) : 
whereas almost all the normal children 
could express the principle of discrimina- 
tion in words referring to size, only one of 
the imbeciles did so. But when the reversal 
experiment was repeated with a group of 
imbeciles who were trained to state cor- 
rectly in words that they had moved the 
bigger square each time that they did this, 
and then given the trials in which they were 
required to move the smaller square to 
obtain their reward, there was no longer a 
significant difference between the number 
of times they needed before they were suc- 
cessful and the number needed by normal 
children of the same mental age. It could 
be concluded that verbal reinforcement had 
made good a deficit in the imbeciles—a defi- 
cit which in other contexts we might regard 
as an advantage. They forsook a learned 
motor habit too easily, until a word—a con- 
cept—reinforced it, or, as we might put it, 
until verbal self-instruction induced a “set” 
which caused negative interference when 
the opposite choice between stimuli was im- 
posed on the task. Their behaviour was the 
antithesis of that which might be shown 
by an obsessional or by a patient with or- 
ganic cerebral disease who perseverates. It 
is open to several theoretical interpretations. 
It might be, as Luria supposes, that defec- 
tives are handicapped by a failure (in Pav- 
lovian terms) to bring the second signalling 
system, which operates with words, fully 
into intimate and regulatory relation with 
the system that determines motor behav- 
10ur. 

But whether the interpretation be along 
the lines of Pavlov’s or Skinner’s or Os- 
good’s theoretical formulations, it is evident 


that the use of verbal symbols, and espe- 
cially those which refer to connections that 
have meaning, is the pons asinorum of de- 
fectives. If they can be helped to cross that 
bridge they have advanced considerably 
and may even be on the road to a modest 
literacy, such as Itard struggled so hard to 
attain in poor Victor. 

In the next experiments imbeciles learnt 
to transfer a verbal response (a three-letter 
noun) from a pictured object to its written 
equivalent, and then to discriminate be- 
tween each of the written words and 
two others with one letter different. 
Finally when they made ten correct 
choices of written words in succession, 
the subjects were presented with the 
four written words and asked to say 
what these were, so that their “reading 
score” (the number of correct responses 
out of a possible twelve) could be assessed. 
Before the experiment these imbecile chil- 
dren had failed to pass Burt’s scholastic 
reading test at the four-year old level ; now 
they learnt to read and they retained to 
some extent what they had learnt. They 
improved further in their ability to discrim- 
inate between written words after they had 
traced the letters of the correct word with 
their fingers, thereby suggesting that the 
relation between motor and verbal modes 
of behaviour may still be one of weak re- 
ciprocal aid. The simple conditioning tech- 
nique used in this experiment is, of course, 
a familiar if old-fashioned way of teaching a 
child to read: here its interest lies in the 
demonstration of what reinforcement and 
practice can achieve in this domain for 
severely retarded children. The experiment 
also demonstrated that the conditioned re- 
sponse could be very rapidly transferred to 
new material, when the task was changed— 
a potentially important finding. 

In further investigations into discrimina- 
tion of written words, O'Connor and Her- 
melin selected 24 children of 1.Q. 30-39, 
mean I.Q. 33.7, and having trained them to 
discriminate a printed word from three 
others (each of four or five letters) varied 
the size of the letters (height between 3 
mm. and 10 mm.) in a determined se- 
quence, to discover whether changes in size 
helped the defectives to learn to discrimi- 
nate shape, or hindered them in this, 
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through being mistaken for the relevant at- 
tribute of the stimulus display. The result 
was in keeping with G. A. Miller’s(33) 
findings. Shape discrimination was found to 
be easier when alternative discriminatory 
features in another category of visual stimu- 
lus, size, were also offered, provided that 
the subjects had not in their first discrimi- 
natory tasks been able to rely on constant 
size in the letters of the cue word whenever 
exposed. A learning set could be established 
in the first stages of the experiment which 
worked for or against the generalisation that 
size of letters mattered in discriminating be- 
tween words. 

The same investigators found that when 
imbeciles (1.Q. 40) had learnt to repeat a 
number of unrelated words, it was signifi- 
cantly more difficult for them to learn an 
equal number of familiar words which were 
synonyms of the first ; but if a second lot of 
words was given, related by sound instead 
of by sense to those first learned (e.g., rhym- 
ing with them, as in “heel” and “meal” ), then 
learning the second lot was facilitated : if 
the two sets of words were not connected 
by sound or meaning, there was neither ad- 
vantage nor disadvantage from having 
learnt the first set. In part this conformed 
with the learning behaviour of normal 
young children ; similarities in sound help 
association between words. But it also in- 
dicated—contrary to Luria’s findings—that in 
these defectives some semantic generalisa- 
tion takes place, and causes interference. 
Moreover when O’Connor and Hermelin 
asked their imbecile subjects three months 
later to give their first associations to the 
words contained in the original test set, and 
classified the responses, it was clear that 
those who had in the previous experiment 
been given synonyms to learn now gave a 
majority of meaningful associations (85%), 
whereas those who had previously had 
sound-connected sets to learn, or sets un- 
connected either by sound or meaning, 
showed no significant preference in their 
associations and did not differ materially 
in this respect from a control group who 
had not taken part in the experiment three 
months earlier. The tentative conclusion is 
that in these imbeciles training in learning 
semantically connected words leads to an 


effective “set” which is relatively stable, and 
educationally valuable. 

You may interrupt at this point to ask 
what all this has to do with the medical 
aspects of mental defect. Very interesting to 
academic psychologists, no doubt, but 
clinically trivial, and unpractical. To this 
objection I would reply that studies which 
throw light on the defective’s ways of think- 
ing and learning can hardly be trivial, nor, 
if they further his use of language, are 
they unpractical. Consider the three great 
Frenchmen whom I have already quoted : 
Itard(19) thought it worth his while to 
struggle for four years to teach Victor 
to speak and read: Séguin(43) asked 
us to picture “the difficulty, the weari- 
ness, the exhausting, heart-breaking ef- 
forts that these experiments entail for 
the teacher”: he is referring to the 
experiments in which he tried to teach 
the hydrocephalic defective Amedée how to 
articulate words distinctly, and to read 
them ; and Alfred Binet at the end of his 
joint Mémoire with Simon on the intelli- 
gence of imbeciles, pleaded eloquently for 
experimental study of the process of think- 
ing and especially of generalisation. If a 
more modern justification is called for, it 
is surely implicit in our therapeutic aims. 
We want defectives to lead as happy and 
socially normal a life as possible. A socially 
normal life in literate societies presupposes, 
even at a low level, some education. It calls 
for acts of decision, and even, in very 
simple terms, for discrimination between 
words : to take a crude example, the defec- 
tive going about in a modern city needs to 
recognise the symbols which distinguish 
public toilets for men from those for women, 
or the numerical symbols which denote the 
particular bus he wants to use. If he is 
capable of engaging in some productive 
occupation, his ability to connect symbols 
with concepts, and concepts with motor be- 
haviour, is of social importance—though oc- 
cupational adequacy is far from being the 
whole of social adequacy. As Sarason and 
Gladwin(28) have lately emphasised, our 
culture makes demands on learning capacity 
in all those, severely subnormal or not, who 
are trying to live in society. This is no 
novel view ; the most cogent declaration of 
our duty towards defectives in this regard 


- 
2 
— a 
& 
oH 
igo AY 
ne 
i 
i 
4 
Al. 
3 
£ 
on 
1 


298 


ADOLF MEYER RESEARCH LECTURE 


October 


was made by Binet and Simon in 1907(2). 
Reviewing the pedagogic and other reasons 
for retaining in special schools what they 
call verbal work, alongside the concrete 
manual tasks, they said : 


These reasons apply particularly to the school. 
There are other reasons, social reasons, which 
are still more imperious. Nowadays, especially 
in towns, it is necessary that people should be 
able to read, write, count and express them- 
selves appropriately. It has been rightly 
pointed out that reading is the triumph of 
abstraction and that a defective may take two 
years to learn to spell words out even at the 
most modest level : never mind, if the thing is 
possible, with however great an effort, that 
defective ought to learn to read. What matters 
is not the level of his intelligence, but his socia! 
status, and there he will suffer if he is illiterate. 
In questions of this sort, psychological and 
educational indications should give way to the 
demands of ordinary life ; necessity decides it. 


The indications of psychology and educa- 
tion now point in the same direction as the 
demands of daily life. 

it would be appropriate here to turn 
aside from imbeciles, so limited in their 
capacity to learn and think, in order to con- 
sider the social adequacy of that much 
larger group, the high-grade defectives. But 
before looking at this tangled issue I should 
like to refer, cursorily, to other studies of 
imbeciles carried out by members of our 
Unit—studies that are complementary to 
those I have been describing. They ex- 
amined particularly the effects of motive 
upon performance, in its social bearings. 

In a series of laboratory and workshop in- 
vestigations (8,12, 13,23) they demonstrated 
that the performance of imbeciles who had 
been given an external incentive improved 
significantly, when compared with that of a 
control group of imbeciles, in a variety of 
motor tests; moreover the imbeciles ac- 
quired a skill—folding cardboard boxes— 
which improved strikingly when the social 
conditions in the workshop approximated 
to normal, in that each imbecile worked 
alongside a high-grade defective who did 
the preparatory glueing and the two boys 
constituted a working unit; they could 
readily see their joint work and in most 
cases took pride in their attainment ; this 
was true even of patients with an I.Q. of 


only 20 or so. Further experiments by 
Clarke and Hermelin(9) (which preceded 
Hermelin’s studies of concept formation ) 
showed that incentives act differently, as 
might be expected, upon imbeciles of di- 
verse personalities: but an appropriate 
incentive brought the patients to the point 
at which they could perform repetitive 
tasks, of the sort industry requires, as well 
as high-grade defectives could. The imbe- 
ciles could thereafter partly support them- 
selves through the payment they received, 
for work that gave them pleasure and satis- 
faction. 

Since personality and personal relation- 
ships have been experimentally shown to 
have an effect upon the level which imbe- 
ciles can attain, we thought it desirable to 
examine the differences between severely 
subnormal children who remain in their 
families and those who have been com- 
mitted to institutional care. In the ensuing 
survey by Grad and Tizard(14), there were 
150 families with an idiot or imbecile living 
at home and 100 families with a similar 
defective child who had been in an institu- 
tion for between one and 5 years. The 
children and their families differed in many 
respects, inevitably : and it is impossible to 
review briefly here the social and psycho- 
logical characteristics of these two groups. 
The occupational data, however, bore out 
the experimental findings that there are con- 
siderable differences in the abilities of imbe- 
ciles which can not be attributed to differ- 
ences in level of intelligence. A low in- 
telligence score did not represent as severe 
a handicap as did a concomitant physical 
defect. Physical] disabilities were, of course, 
common : half the patients, both those in 
the institution and those at home, had such 
disabilities, especially cerebral palsy and 
epilepsy. Gross multiple handicaps of this 
sort were, however, more frequent among 
the institutional patients. Although there 
were some almost untrainable and unem- 
ployable patients, burdened with an ac- 
cumulation of defects, it seemed that with 
suitable training at least 10 to 20% of imbe- 
ciles can be employed in useful remunera- 
tive work, provided there are economic con- 
ditions of full employment, and satisfactory 
care for them at home or in a hostel. 
Defects of temperament were among the 
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handicaps many of these imbeciles exhi- 
bited: some were restless and excitable, 
others torpid and apathetic. Among the 
150 imbeciles over the age of 16 in this 
investigation, 13% were judged to be over- 
active or almost uncontrollable, and 28% 
sluggish and inactive, but of course these 
summary epithets do not convey the varied 
anomalies of personality. The investigation 
cast light, sometimes heartening and some- 
times disconcerting, upon the interaction 
between doctors and welfare or other work- 
ers, on one hand, and the severely subnor- 
mal patients and their parents on the other. 
The social issues raised here were complex 
and crucial. 

It is at this point that a British psychia- 
trist tends to leave the comparatively pure 
air of the field study and the experimental 
workshop for a sultrier atmosphere in which 
there is much contention about notions of 
sociopathy, and about enactments that seem 
to darken counsel. For in our recent Mental 
Health Act(29)—admirable in so many re- 
spects—there are, as I have mentioned al- 
ready, some definitions which trail clouds 
of dubious nosology behind them. Please 
forgive me for saying more about them than 
I would if they bespoke only a national 
idiosyncrasy. I believe they reflect ideas 
about the nature of defect which are wide- 
spread and which are crowned with the 
nimbus of such adjectives as “progressive,” 
and “dynamic.” I am not sure they deserve 
these epithets. 

The new Act banished the term “mental 
deficiency”: henceforth officialdom does 
not know this category, it has been swept 
away to the limbo where “idiocy” and “in- 
sanity” and “asylum” lie, waiting no doubt 
for the euphemisms that for the present 
have supplanted them. According to the 
Act the generic term “mental disorder” is 
extended to include “arrested or incomplete 
development of mind.” Three classes of 
mental disorder are defined—subnormality, 
severe subnormality and psychopathic dis- 
order. So far so good : the decay that afflicts 
any word referring to an unpleasant reality 
has overtaken “mental deficiency” ; and Par- 
liament and the World Health Organisation 
urge us to say “subnormality” instead—no 
great hardship. But there is another term 


defined in the Act—“psychopathic disorder.” 
The definition runs : 


a persistent disorder or disability of mind 
(whether or not including subnormality of 
intelligence) which results in abnormally 
aggressive or seriously irresponsible conduct 
on the part of the patient, and requires or 
is susceptible to medical treatment. 


This harks back to the recommendation of 
the Royal Commission, two years earlier, 
proposing that high-grade defectives and 
psychopaths 


should be recognised as together constituting 
one main group of mentally disordered 
patients, the other two groups being the men- 
tally ill and severely sub-normal. 


It is, of course, in keeping with the strong 
trend, both in Britain and in the United 
States, to shift the emphasis in high-grade 
defect (or retardation) from intelligence 
alone to other features of personality, to 
minimise inherited as against environmental 
causes, and to use as a main criterion of 
such defect social maladjustment and emo- 
tional insufficiency. This standpoint has 
much in common with the current view, 
expressed by Masland, Sarason and Glad- 
win( 28) that 


cultural and environmental factors . . . through 
the establishment of unhealthy or inadequate 
patterns of intellectual response, may prevent 
the optimum functioning of the mind in a per- 
son whose nervous system is basically capable 
of normal activity [and that] “within certain 
broad limits one can distinguish those mentally 
subnormal individuals whose disability is attrib- 
utable primarily to a demonstrable defect of 
brain structure or chemistry from those whose 
malformation is the result of hearing deficien- 
cies resulting from unfavourable environmental 
influences. 


The advantages of this way of looking at 
the matter are manifest, but it is sometimes 
pushed so far that intelligence, about which 
we know a great deal, is played down in 
favour of emotional development and social 
fitness, about which, on the whole, we still 
know little. The approach can be a stimu- 
lating one for research, but over-zealously 
adopted it could have a retrograde effect 
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upon administrative and clinical practice, 
in which the new legislation adjures us to 
follow it. 

The distinction I am drawing is perhaps 
too sharp: scholastic and intelligence test 
performance is still the main criterion of 
diagnosis for subcultural defect or feeble- 
mindedness, but the auguries point to its 
supersession. The Manual on Terminolo- 
gy(1) recently published by the American 
Association for Mental Deficiency lays it 
down that mental retardation is 


subaverage general intellectual functioning 
which originates during the developmental 
period and is associated with impairment in 
one or more of the following : (1) maturation, 
(2) learning, and (s) social adjustment [and 
states that] “social adjustment is particularly 
important as a qualifying condition for mental 
retardation at the adult level, where it is 
assessed in terms ~f the degree to which the 
individual is able to maintain himself inde- 
pendently in the community and in gainful 
employment as well as by his ability to meet 
and conform to other personal and _ social 
responsibilities and standards set by the com- 
munity. 


To use such concepts as these for purposes 
of research will be an arduous and slippery 
business. What its consequences might be 
when applied in epidemiological inquiries 
can be inferred from the instructive findings 
reported in the thorough and valuable 
Onondaga County Study. Dr. Gruenberg 
and his colleagues(11) found that stand- 
ards vary strangely, such factors as colour 
of skin and place of residence affected the 
ascertainment of children judged to be 
mentally retarded; mental retardation, Dr. 
Gruenberg concluded, is “a complex set 
of manifestations of some children’s rela- 
tionship with their immediate environ- 
ment.” This is true, but such complexity 
cries out for heuristic simplification : other- 
wise confusion threatens. The conscientious 
inquiries into the effect of cultural back- 
ground on the diagnosis of retardation 
which are reviewed in Sarason and Glad- 
win’s comprehensive report seem to indicate 
that in this area 
“Chaos Umpire sits 

And by decision more embroils the fray 
By which he reigns.” 


While we struggle in this darksome realm, 
it is hazardous to put our trust in shifting 
semblances: or, to be more explicit, in 
social and emotional indices that vary with 
the observer and, more disconcerting still, 
vary with the environment. In her trenchant 
critique of psychiatric findings, which pil- 
lories many a lapse from logical and scien- 
tific rectitude, Barbara Wootton(48), her- 
self a sociologist, takes up this weakness, 
states it in a clear proposition and explores 
its corollaries. Recognising that mental de- 
fect tends increasingly, in Great Britain at 
any rate, to be diagnosed, not by an intel- 
lectual test but by the defective’s inability 
to accommodate himself to the demands of 
a highly industrial society, she takes the 
next step—which is to recognise that 


if, as may be supposed, the capacity for social 
adjustment conforms to a more or less normal 
pattern of distribution, the cut-off point at 
which this defectiveness is held to be estab- 
lished must depend upon how exacting this 
demand for adjustment happens to be 


so that it can come about that the criterion 
of defect may depend upon such completely 
adventitious factors as the state of the em- 
ployment market. 


In a less sophisticated age we should have said 
that one of the merits of full employment was 
that it made it easier for mental defectives to 
obtain employment. Now apparently we have 
to say that it actually reduces the number of 
such defectives. To appreciate the full signifi- 
cance of this situation we may imagine what 
would happen if similar reasoning were applied 
to the analogous case of some incontestable 
physical disability, such as the loss of a limb. 
Full employment certainly makes it easier for 
legless persons to get jobs, but no one in his 
senses would take this to mean that under full 
employment there are fewer persons without 
legs. Similarly full employment makes it easier 
for ex-prisoners to get jobs ; but that is not to 
say that full employment diminishes the num- 
ber of ex-prisoners, as distinct from the number 
who are able to get employment. Such state- 
ments would be manifestly absurd ; but their 
absurdity well illustrates the difference be- 
tween a disability which is established by a 
criterion that is, and one established by a 
criterion that is not independent of current 
standards of social competence. 
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And, Lady Wootton adds, 

so long as defectives are subject, as they are, 
to legal and other disabilities, the significance 
of this difference is much more than semantic. 
If defectives are deprived of full civic rights 
and responsibilities, and even in some cases of 
their personal freedom, and if the number of 
defectives varies with the state of the employ- 
ment market, it follows that some people are 
liable to lose their status as fully responsible 
citizens or to be deprived of their liberty, 
merely because employment is bad. 


Lady Wootton’s argument, thus lucidly 
stated, seems cogent. I say seems, for we 
psychiatrists, subtleminded students of 
complexity that we are, distrust lucid argu- 
ments : convincing syllogisms, we suspect, 
are superficial, and what seems obvious is 
probably incomplete and over-simple. But 
surely in this instance we must concede 
something to the criticism: and we must 
admit that if we fall in with the tendency 
now to equate “high-grade defect” with 
“psychopathic personality” because of the 
relativity of the two concepts and their 
essential dependence on some standard of 
social competence or adjustment, it will 
widen unduly the social door of entry into 
a traditionally medical category. In Tred- 
gold’s well known textbook of Mental De- 
ficiency(45), we may read that 


it is probable that if the real nature of mental 
defect were more generally appreciated many, 
although not all of those who are called 
psychopathic personalities would be found to 
be certifiable under the Mental Deficiency 
Acts. 


Such an affirmation raises issues which far 
transcend the apparently diagnostic and 
semantic questions. It is pleasanter to 
consider Jastak and Whiteman’s(20) con- 
clusion that 


the retarded do not impose a disproportionate 
load upon community resources either in the 
form of legal infractions or excessive demands 
for social services . . . mental subnormality, it 
appears, need not connote an inability to fill 
an acceptable social role. 


I would like here to underline the distinc- 
tion between social criteria, and social de- 
terminants, of defect. Nothing I have been 


saying is intended to minimise the manifest 
importance of the social factor nor the 
potency of emotional pressures and twists. 
Quite the opposite. A large part of the 
studies in defect by our Research Unit has 
been directed toward the social problem, as 
the title of O’Connor and Tizard’s book 
(37) made clear. And as for the role of 
emotion, I would recall a passage from 
Leviathan 


Naturall wit consisteth principally in two 
things: celerity of imagining . . . and 
steady direction to some approved end. 
On the contrary a slow imagination maketh 
that defect, or fault of the mind, which 
is commonly called dullness, stupidity . . . 
And this difference of quickness is caused 
by the difference of men’s Passions . . . And 
the difference of Passions proceedeth partly 
from the different Constitution of the body, 
and partly from different Education. 


It was the same Thomas Hobbes who said 
“The Light of humane minds is Perspicuous 
Words.” In the psychiatry of defect our 
words will become perspicuous and the con- 
cepts they denote illuminating only if we 
probe further into how constitution, educa- 
tion, environment and emotion determine 
those differences of intelligence which 
Hobbes thought fundamental between man 
and man. 

And so I finally come to causes. In 
psychiatry we seldom distinguish sharply 
between etiology and pathology; and in 
the network of preceding events it is profit- 
less to insist on a strict hierarchy of causes, 
epidemiological, psychological, clinical and 
the rest. It is, however, plain that in the 
whole area of defect prospectors equipped 
with new tools can hope to “strike it rich.” 
The vein has already been opened by meta- 
bolic studies, and by the genetic investiga- 
tions that have revealed peculiarities in 
chromosome formation in mongolism—both, 
as Linus Pauling(40) lately reminded us, 
matters of molecular structure about which 
knowledge is decidedly on the move. 

What is known and what is inferred 
about the etiology of defect has been criti- 
cally reviewed within the last year or so 
by Professor MacMahon as well as by Dr. 
Masland(27, 28). Their masterly surveys 
make detailed consideration by anyone else 
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superfluous for the present. However, among 
the diverse studies I should like to single 
out for reference those of Professor Pasa- 
manick and Dr. Knobloch and their asso- 
ciates (21, 22, 38), because of the care with 
which their data have been collected and 
analysed and because of the attractive ex- 
planatory hypotheses they offer. I need not 
recapitulate to this audience the arduous 
investigations through which they believe 
they have demonstrated that disturbance 
in the circumstances of pregnancy and birth 
can bring about a continuum of cere- 
brogenic anomalies, manifest as disorders of 
behaviour, reading difficulties, tics, defect 
of varying degrees, cerebral palsy, and 
epilepsy. The complications of pregnancy 
(such as toxaemia and bleeding), dietary 
inadequacy in the mother during the 
months of pregnancy, abnormal delivery, 
and premature birth were judged respon- 
sible for sub-lethal (as well as lethal) mis- 
fortune to the child. Mental retardation, 
according to their findings, is conspicuous 
among the sub-lethal consequences that 
may ensue when the reproductive process 
is deflected from its normal course. If re- 
tardation is accompanied by physical evi- 
dence of neurological damage, a relation 
of cause and effect is habitually and 
widely accepted, at any rate so far as peri- 
natal damage is concerned: but the chal- 
lenging conclusion of Knobloch and Pasa- 
manick urges us to consider that lesser de- 
grees of prenatal and perinatal cerebral 
damage may produce defects unaccom- 
panied by detectable neurological signs, de- 
fects which are commonly attributed to 
heredity and post-natal influences, The 
body of evidence they have produced as 
warranty for these conclusions is impres- 
sive ; and some of their more specific hypo- 
theses are provocative, especially that 
which connects insufficient diet—perhaps of 
protein—during the critical early months of 
pregnancy with mental retardation in the 
child. Still more provocative are some 
recent developments of Pasamanick’s views. 
Incorporating his continuum of reproduc- 
tive casualty with Locke’s and Helvetius’s 
tabula rasa, he supposes that men are con- 
ceived equal in intellect (apart from a 
few who inherit neurological defects), and 
that it is exogenous brain damage, “life 


experience and the socio-cultural milieu in- 
fluencing biological and psychological func- 
tion,” that make us differ one from another. 
This rather egalitarian hypothesis would 
exalt the power of environmental influences 
high above their wonted credit : if it proves 
correct—and no one can call it incorrect 
who has not examined with equal care 
Pasamanick’s evidence and the contrary evi- 
dence which speaks for polygenic inherit- 
ance as the main determinant of human 
differences in mental ability—then the pos- 
sibilities that open out do not merely con- 
cern the prevention of defect and other ills, 
but the raising of normal human capacity 
throughout the population. This would 
afford yet another instance of the wheel 
turning full circle. When Séguin devoted 
himself to experiments in educating idiots 
and imbeciles, he arrived at principles 
which had a larger scope than his medical 
obligations towards the defective. At the 
end of his book he wrote : 


But if by a turn of the wheel, in compensation 
as it were, it happened that the solution of 
a very small problem brought with it the solu- 
tion of a very general one ; if it happened that 
while working away to settle the modest ques- 
tion of how defectives should be educated, one 
had found a formula precise enough to be 
applicable to education generally . . . then not 
only would one have rendered some service 
in a relatively humble sphere, but one would 
have laid the basis for a scientific method of 
education. 


It is unlikely that Pasamanick shares all the 
St. Simonian optimism of Séguin: but in 
such experiments in preventing defect as 
he now advocates, lies much hope of illumi- 
nation. 

Few of us psychiatrists can have a clear 
conscience about mental defect. We have 
given it less attention than it required, and 
research has only belatedly concentrated on 
the pitiful and involved problems which 
it thrusts upon the clinician’s notice. Now 
that much serious inquiry is in progress, 
it seemed fitting that the Adolf Meyer Lec- 
ture should be devoted to a cursory glance 
into this large area of research and action. 
I have not tried to do in one lecture what 
21 notable contributors aimed at accom- 
plishing in the Woods School Conference 
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(47) last year. Their survey and the current 
list of projects supported by your Depart- 
ment of Health, Education and Welfare 
show that the vineyard calls for diverse 
labourers to cultivate it in many places. 
I have referred to some work of which I 
have immediate knowledge, and to studies 
which illustrate the close interplay between 
developments occurring outside medicine 
and certain kinds of research that have been 
fruitfully prosecuted to elucidate and con- 
trol defect. The work now in hand is inspir- 
iting. It looks as if future lecturers who 
choose this theme may have a rich harvest 
to report. 
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DISCUSSION 


Paut V. Lemxau, M.D. ( Baltimore, Md. ). 
—We are indeed fortunate in the privilege 
of hearing one of Dr. Meyer’s most brilliant 
students deliver this Adolf Meyer Lecture. 
Sir Aubrey Lewis’ choice of subject is par- 
ticularly appropriate since it brings before 
us a relatively neglected field. Dr. Meyer 
also tended, in his more or less obsessive 
all-inclusiveness that some of us remember 
so well, to pick out that area for discussion 
that seemed for the moment to be eclipsed 
in the blaze of light from some other inter- 
est in psychiatry. 

There are a few points in Sir Aubrey’s 
discussion on which I would like to enlarge. 
The statement is made that the field of 
mental deficiency is a rapidly moving one, 
replete with new research findings. Be- 
cause of them, the specialists in pediatrics 
are, in this country at least, remarkably 
stirred. It is mostly pediatricians who are 
doing the teaching about the discoveries 
regarding the genetic defect in mongolism, 
and it is they who are spearheading new 
research institutes to look further into the 


genetically determined metabolic disorders. 
Public health authorities have responded 
vigorously to the new knowledge, perhaps 
too vigorously. I heard a while ago that 
the New York City Health Department had 
run some tens of thousands diaper tests 
in hospitals and had yet to discover its first 
case of disorder of phenylalanine metab- 
olism. But the test is very cheap and the 
cases which will certainly eventually come 
to light will have a chance to avoid 
phenyketonuri_ deterioriation. That the 
manufacturers of test substances for keto- 
nuria were all exhibiting at the American 
Public Health Association annual meeting 
but are not in evidence here at the annual 
meeting of the APA so far as I have 
noticed is evidence in favor of Sir Aubrey’s 
conclusion that psychiatry neglects mental 
deficiency as an area of action. 

Sir Aubrey noted that the Royal Commis- 
sion urged a distinction between the men- 
tally ill and the mentally defective as a 
practical measure. Paper number 123 of 
this meeting will report a survey of cases 
seen in out-patient services in Maryland. 
The abstract doesn’t indicate that Mrs. Bahn 
intends to take up a point the survey 
made clear, so I will introduce it here. 
Analysis of the data by total number of 
visits to clinic by diagnosis showed that 
some diagnostic groups had very few visits 
while others showed treatment of somewhat 
greater length. Those conditions with the 
fewest visits carried the diagnosis of mental 
deficiency and mental diseases associated 
with aging. Those with the largest number 
of visits included psychoneurosis, the so- 
called functional psychotic states, epilepsy 
and character disorders. Except for charac- 
ter disorder or, as Sir Aubrey refers to them, 
psychopaths, which is often a diagnosis 
made at the end of long but unsuccessful 
treatment, the distribution of length of treat- 
ment seems to correlate rather well with 
prevalent notions about treatability ; to put 
it bluntly, the clinics wcrked hardest and 
longest where they suspected success would 
be possible. 

There is, of course, real reason to ques- 
tion whether this sort of categorization 
really holds. There are a number of reports 
in the literature indicating that some senile 
states respond well to treatment when treat- 
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ment is carefully adopted to the discovered 
needs of the patient. In the field of particu- 
lar concern of Sir Aubrey, the long term 
prognosis is quite good, since all studies 
indicate that diagnosed mental defect is 
much more common in children than adults, 
and that the differences are not due to dif- 
ferential death rates. Lest you should feel 
this is merely an epidemiologic trick, let me 
point out that for many purposes the crite- 
rion of social adjustment sufficient to avoid 
medical or sociological detection of disease 
is a quite reasonable definition of health. 
On the basis of prognosis it is difficult to 
defend psychiatry’s tendency to give short 
shift to mentally deficient patients. We 
have done it so long, however, that parents 
of such children don’t like us very well 
anymore and turn to people who take a 
more realistic, in this case optimistic, so 
far as social adjustment is concerned, view- 
point in the matter. 

The essence of the wish to separate men- 
tal deficiency from mental illness seems to 
me to rest in the recognition that mental 
deficients have, usually, a more or less 
static handicap so far as intelligence is con- 
cerned, though, as already noted, not in 
social adjustment. There is evidence, of 
course, that in some cases intelligence levels 
can be raised, but cases in which this can 
be achieved are still relatively rare. That 


test-intelligence is relatively static, how- 


ever, does not mean that other personality 
parameters will share the stultification. 
There has been, perhaps, too easy a gen- 
eralization that intelligence is an indicator 
of what the whole person can and will do. 
The evidence appears rather strong that 
maturation in other personality assets is not 
necessarily bound to the intellectual limit. 

Sir Aubrey referred to the work of Pasa- 
manick, Knobloch and their collaborators 
in the area of reproductive wastage and its 
consequences for survivors. This work rein- 


forces the idea that the problem of the pre- 
vention of mental defect rests in insuring 
that the inherent capacities of the organism 
are protected and maintained. They have 
showed some of the places we must look for 
agents that can, too often irretrievably, 
reduce the capacities of the individual that 
are at their maximum at the moment of 
fertilization. From that moment on, the 
inherent capacity of the individual can, 
so far as we now know, go in only one 
direction, downward. The preventive task is 
to free the individual so far as possible from 
loss of capacity. Pasamanick and Knobloch 
have illustrated areas in obstetrical and 
pediatric practice where opportunities for 
prevention exist, but they have also showed, 
in their work on later development, that 
postnatal environment, in terms of psycho- 
logical and sociological determinants offer 
equal and, probably, more available oppor- 
tunities to protect inherent capacity. 

One further point and I will stop pursu- 
ing the multitude of ideas stimulated by 
Sir Aubrey’s presentation. The relative 
stability of defect states implies the newer 
types of psychiatric services that are now 
developing. We hear much of the delete- 
rious effect of hospitals on people kept too 
long. This thinking is not applied so fre- 
quently to the effect of institutionaliza- 
tion on the mentally defective, though there 
is no reason to suspect that it is different. 
If it makes sense to offer home services to 
the schizophrenic or senile patient released 
from hospitals as soon as his severe behavior 
disorder is controlled, it must make sense to 
offer services easily available to the care- 
takers of mentally defective persons in the 
community. The development of such serv- 
ices and of the patterns of administration 
suitable to make them maximally effective 
are among the challenges presented to us 
in Sir Aubrey Lewis’ very informative essay. 
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BATTLEMENTS AND BRIDGES IN THE EAST : 
THE CZECHOSLOVAK PSYCHIATRIC CONGRESS WITH 
INTERNATIONAL PARTICIPATION ' 


JULES H. MASSERMAN, M.D.? 


It had long been my avocation while trav- 
elling about the world to learn how my 
colleagues elsewhere observe facts and 
form opinions—and to acquire a growing in- 
sight that the distinctions among “facts” and 
opinions are not as absolute as I had for- 
merly imagined. When, therefore, I received 
an invitation from the Czechoslovak Min- 
istry of Health to be “an honored guest and 
principal speaker at the First Czechoslovak 
Pyschiatric Congress with International Par- 
ticipation,” I welcomed an opportunity to 
help re-establish long-suspended relation- 
ships with our colleagues within the Soviet 
zone of influence, and attended the Con- 
gress at Jesenek, from September 7 to 11, 
1959. The following is a highly condensed 
report of its proceedings. 


BACKGROUND OF THE CONGRESS 

During the later periods of the Stalin 
regime, and especially during his prewar 
purges, all non-Marxist psychologic or so- 
ciologic ideologies grew increasingly suspect 
in the USSR, and those that could be 
considered anti-Marxist became anathema. 
To replace psychoanalytic and other “ideal- 
istic” theories, Pavlovian reflexology was 
elevated into a “materialistic organon of 
higher nervous function” which was to ex- 
plain all behavior. This approach also 
seemed to offer two convenient corollaries : 
(a) that men differed according to their 
“neurophysiologic type,” thus justifying 
various assignments to different levels of re- 
sponsibility, duty and reward and (b) that 
men could nevertheless be “conditioned” 
by appropriate “first and second-order stim- 
uli” (i.e., an appropriately controlled physi- 
cal and symbolic environment) to achieve 
almost any kind of social adaptation, there- 
by also fulfilling a requirement (succinctly 
restated by Myasischev at the Congress) 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2The Medical School, Northwestern University, 
Chicago, 
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that “Marxist philosophy could not admit 
that man was basically irrational.” However, 
during the interregnum of the Triumvirate, 
of Malenkov, and in the early days of 
Khrushchev, the freedom of investigation 
demanded by the nuclear physicists and 
temporarily given to writers, poets and com- 
posers was also extended to psychiatrists, 
who for a time responded enthusiastically 
and productively. Unfortunately, there re- 
curred an intensification of the cold war 
with another tightening of the reins and a 
second wave of retractions and retrench- 
ments—but again most recently, with a sec- 
ond thaw in international relations seeming- 
ly in the making, another era of communi- 
cation and rapprochement in the sciences 
and the humanities seemed at hand. It was 
to take advantage of this that the Congress 
was planned in a land that had always been 
an ethnic meeting-point for East and West, 
and by scholarly and foresighted men who 
were personally acquainted with the best 
traditions and scientific resources of both. 


PROCEEDINGS 


After the usual addresses of welcome by 
Chairman O. Janota and various civil digni- 
taries, F. Knobloch of Prague University 
sounded what he hoped would be a concili- 
atory scientific theme for the Congress by 
pointing out that both “micro” (e.g., physi- 
ological and animal experimental ) and “ma- 
cro” (e.g., individual or group analytic) 
studies were indispensable; i.e., altered 
metabolism or physical trauma can affect 
cerebral tone and excitability, and “thus 
derange the temporary neural connections 
which develop in the process of habit for- 
mation.” After other such efforts to collate 
physiologic terminology and Pavlovian 
structuralism with the concept of effective 
residues of individual experience, Knobloch 
appealed for greater “collaboration of in- 
vestigators from varied lands and stand- 
points.” But this moderating position was 
challenged by O. Vymetal, of the University 
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of Olomouc, in a polemic idiom with which 
one soon grew familiar. Said Dr. Vymetal, 
“It would be too undialectic to absolutize 
one theory, but also electic to be complex 
. . . All Western philosophical orientations, 
in particular neopositivism, existentialism, 
and pragmatism combine an erroneous on- 
tological outlook necessary for scientific 
idealism and their principles are not utiliz- 
able for scientific theory. We start out from 
the principles of Marxist philosophy, dialec- 
tic and historical materialism. This serves as 
a protective screen against further errors.” 
Vymetal’s position was apparently endorsed 
by the initial spokesman for the Soviet dele- 
gation, N. Myasishchev of Leningrad, who 
likewise asserted that “materialistic psy- 
chology is uncompromisingly antagonistic 
to psychoanalysis, existentialism, biody- 
namic theory (sic) and other theories. Only 
socialism can develop proper moral-psycho- 
logic characteristics and so prevent neuroses 
due to non-adaptational cortical reflexes. 
Psychotherapy, must therefore consist only 
of adjustments to reality and collective 
work activity.” P. W. Bassin of Moscow 


stated even more explicitly that “since the 
beginning of this century, Soviet psychi- 
atrists had anticipated Hartmann, Kris, and 
Loewenstein in their devastating criticisms 
of Freud,” that Soviet science absolutely 
rejected all forms of Freudianism as a “re- 


actionary, mythological idealism,” that 
Freudian psychoanalysis had therefore been 
stamped out in the Soviet Union and, Bassin 
obviously implied, should be treated simi- 
larly if it reappeared in any of the associ- 
ated People’s Republics. 

It was at this somewhat difficult juncture 
that I was put in the position of official 
spokesman for Western psychiatric thought. 
Sensing that the presentation of technical 
research which had been originally re- 
quested by the Congress Secretariat would 
hardly be appropriate to the situation, I 
first conveyed the official greetings from 
various Western scientific societies as au- 
thorized, and then spoke extemporane- 
ously to the following effect : 


We of the West emploved three major ap- 
proaches to the understanding of human be- 


3 The American Medical Association, the Academy 
of Psychoanalysis, the Society of Biological Psychi- 
atry and others. 


havior : the historic-philosophic, the compara- 
tive-experimental and the interdisciplinary- 
integrative. In this we were in obvious accord 
with our Soviet colleagues, since they, too, see 
man as the product of ethnic and politico-eco- 
nomic evolution, investigate even his highest 
neural functions in the objective experimental 
tradition of Sechenov and Pavlov, and study 
him currently by means of every one of the 
interrelated social sciences. Many of us in the 
West know this because we follow the Russian 
scientific literature—in fact, the U. S. Govern- 
ment subsidizes its translation—and because 
some of our leading neurophysiologists (e.g., 
Karl Pribram, Horace Magoun, Grey Walter) 
had exchanged or were planning to exchange 
visits with Russians of the calibre of A. I. 
Oparin, A. Luria and (the late) Professor By- 
kov. Neurology is hardly a neglected science 
among leading psychiatrists in the West (e.g., 
David Rioch, Ben Boshes, Roy Grinker), and 
even our orthodox psychoanalysts profess re- 
spect for Freud’s basically biologic orienta- 
tions. For that matter, most broadly trained 
psychoanalysts regard their sub-field as only 
(a) a special method of research into each 
patient’s energy systems, personality develop- 
ment, unique concepts and values, and char- 
acteristic patterns of transaction, (b) a con- 
stantly improving but ever tentative set of 
correlated postulates about human behavior 
and (c) an individually adaptable, rather pro- 
tean and essentially socially oriented mode of 
interpersonal therapy. Indeed, what we actu- 
ally refer to by our somewhat unfortunate 
terms “psychology” and “psychoanalysis” is the 
integrated study of man’s total adaptations to 
his material and cultural milieu, whereas our 
Russian colleagues really mean the same when 
they use the perhaps equally abstract concepts 
of “primary and secondary signals,” “higher 
cortical analyzers and effector systems” or “con- 
flicts between excitatory and inhibitory irradi- 
ations.” As to ancillary experimental ap- 
proaches, I could offer the Congress not only 
my own work, but studies by Gantt, Liddell, 
Pribram, Delgado, Mirsky and others that 
equalled in rigor and objectivity the classic 
experiments of Pavlov and, like his, led to 
certain basic biodynamic concepts of behavior 
that best fulfilled the criteria of breadth, econo- 
my and predictability required of truly scien- 
tific formulations. Certainly, the best psychia- 
tric therapy everywhere utilized every ava:lable 
physical and environmental means to restore 
personal happiness and social usefulness. Ex- 
cluding irrelevant economic or political con- 
siderations, then, it might well be that many 
of the differences between Eastern and West- 
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ern Psychiatric thought consisted in the choice 
of words rather than in operational referents. 
In any case, we of the West, and perhaps all 
of those present, hoped that the Congress 
would help remove this semantic handicap to 
greater rapport and collaboration among us. 


My talk ended the first day’s session, and 
despite the courteously prolonged applause, 
there was no way of ascertaining whether 
it had been received as an admission of, and 
retreat from, Western confusions and weak- 
nesses, as a challenge to conflict, or as what 
it was meant to be: a sincere offer to leave 
clanking arms and tattered standards be- 
hind in outmoded battlements, lower the 
drawbridges, and meet on common ground 
for friendly scientific concourse. That it was 
taken in all these ways—but fortunately 
mainly in the third sense by most of the 
leading Russian delegates—became appar- 
ent as the Congress progressed. The first 
indication of this beginning rapprochement 
occurred at a round-table discussion on 
Concepts of Neurosis scheduled that eve- 
ning. 


When again asked to contribute to the dis- 
cussion, I reviewed the neuropathologic con- 
notations of the terms “neurosis” and “psy- 
chosis” from Cullen and Feuchtersleben 
through the kaleidoscopic meanings of Kahl- 
baum, Charcot, Freud, Sullivan, Fromm, Jas- 
pers, and then back again through Eysenck and 
Guiliarovsky to currently renewed assertions 
that “neurosis is simply a disease of the higher 
nervous system.” I stated that we could agree 
even with this if the term diszase were taken 
quite literally to mean a “dis-ease” or disrup- 
tive un-easiness experienced by an individual 
under circumstances that he had somehow 
come to regard as stressful and threatening. In 
such conditions (or, in Russian, with such 
“conditioning”), the subject would be called 
“neurotic” if he reacted with various physio- 
logic (autoplastic or “psycho-somatic”) and 
social-transactional (alloplastic) disturbances 
greater than those thought to be necessary 
or appropriate by most observers—yet not suffi- 
ciently severe in intensity and duration (“psy- 
chotic”) to justify forced isolation and treat- 
ment. However, in view of the current ex- 
pansion of the term “neurosis” to cover so 
many viewpoints, vectors and contingencies, 
perhaps we would sooner or later abandon it 
as no longer of etiologic, diagnostic or prog- 
nostic value, much as we no longer accepted 
the previously literal meanings of Hippocrates’ 


“frenzy,” Galen’s “hysteria,” Kahlbaum’s “ves- 
ania,” or Prichard’s “moral insanity.” Instead, 
just as the physicists outgrew the notions of 
“phlogiston” or “cosmic ether” and _progres- 
sively sharpened their lexicon, so should we 
also accommodate to more modern and scien- 
tific concepts of behavior and its vicissitudes. 


Perhaps this discussion constituted a bit 
of a gambit, since I knew that in some sec- 
tions of the Russian literature neuroses were 
considered to be quasi-neurological diseases 
subdivisible into neurasthenia, psychas- 
thenia and hysteria, and my presentation of 
predominant Western views had definitely 
challenged this position. The reaction was 
not long in coming: as rendered by the 
English interpreter, a psychiatrist from one 
of the Eastern countries once again char- 
acterized me as “obscurantistic, unscientific, 
misleading, deviationistic, idealistic” and, as 
a final epithet, also “religious.” I learned 
later that he had begun a third sentence— 
which the translator omitted—to the effect 
that my views served the interests of “Am- 
erican capitalism and imperialism”’—but at 
this point the speaker was abruptly cut off 
by the Chairman as being completely out 
of accord with the scientific and fraternal 
spirit of the Congress. The Chairman’s re- 
marks were fully translated into all of the 
languages and were soundly applauded as 
an edict that this type of political and ad- 
hominem polemic would no longer be coun- 
tenanced. 

Relations were further improved by ef- 
forts of Eric Wittkower of Canada, who had 
arranged an “Informal Seminar on Psycho- 
somatics” with Drs. Sniezhnievsky, Bassin 
and other leaders of the Russian delega- 
tion. Word of this had got around, and by 
the time the seminar assembled, it had ac- 
quired a multilingual and highly effective 
moderator in the person of Dr. Chertok of 
Paris and an audience of over 100 eager 
psychiatrists from nearly every country 
represented at the Congress, all of whom 
apparently anticipated not only fresh in- 
formation but also that interplay of move 
and counter-move which makes chess so 
intriguing to Eastern intellectuals. Despite 
a special invitation, I had not intended to 
be present at this seminar for a number of 
reasons : first, that I had already used my 
fair share of time (I had been given a sec- 
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ond hour in a full Congress session to pre- 
sent my data and motion picture films) ; 
second, that I did not want the inference 
drawn that we were staging a Western vs. 
an Eastern team debate—or indeed, that 
there was any official “Western Delegation” 
at all ; and third, I had full confidence that 
Wittkower could ably continue to represent 
modern holistic views in the field. However, 
some two hours after the seminar began, I 
passed through the Conference room ex- 
pecting the meeting to be over, and instead 
was immediately drafted by the Chairman 
into what was an apparently amiable but 
highly animated discussion. 


The question at issue, it seemed, was the 
key concept of regression. The Russians claimed 
that this simply meant an atavistic return to 
simpler forms of mesencephalic behavior in the 
presence of physiologic or pathologic cortical 
impairment, whereas Wittkower advocated the 
analytic-dynamic version that a person placed 
under any form of stress tends to resume just 
those patterns of conduct more specific to his 
own early years: e.g., an ulcer patient re- 
enacts and suffers from the motile and gastric 
hyperactivities of the hungry child. Since 
neither Drs. Bassin nor Sniezhnievsky were 
willing to accept derivative clinical interpreta- 
tions to support psychoanalytic premises, could 
I, the Chairman asked, furnish any experi- 
mental evidence bearing on the problem? I 
recollected several such bits of evidence : e.g., 
D. Levy’s record of a full-grown, agile dog 
which, as it became jealous of a rival pet, be- 
gan limping again as it had done years pre- 
viously when it was a puppy being tenderly 
nursed for a broken leg. Perhaps more fortui- 
tously, I also adduced Pavlov’s own observa- 
tions that when the terrors of the Leningrad 
flood abolished nearly all the conditioned re- 
flexes in his dogs, each reverted to patterns 
characteristic of its own early behavior. 

At this point Wittkower made an effective 
proposal : that instead of any further discus- 
sion of abstractions, each of us describe how 
he would actually treat, say, a 40-year-old 
male patient with a peptic ulcer. The Russians 
agreed, and outlined their procedure thus : 
first, they would take a complete personal 
history upon which to “base an understanding 
of the patient's higher neural functions” ; next, 
they would advise proper diets and prescribe 
drugs such as atropine, banthine, gastric alka- 
lizers and mucoid gells to modify the “deviant 
conditioning of the neuro-somatic reflexes,” 
and finally, they would “foster counter-inhibi- 


tion of the excessive higher neural excitation” 
by providing rest and relief from environmental 
stress—including, if necessary, “sending a tele- 
gram to the patient's employer directing that 
his job be made easier.” Dr. Chertok (who as 
moderator, had sensed the possibilities of the 
interchange), Wittkower and I received this 
clinical outline enthusiastically ; in fact, we 
pointed out that we might go even further ; 
first, in securing richer details of the “personal 
history” through intensive analytic interviews, 
second, in neuro-somatic treatment by va- 
gotomy or even gastrectomy if necessary, and 
third, by interviewing the employer personally. 
But I then raised a crucial issue once again 
involving regression and individual dynamics : 
suppose that the patient had been a deprived 
infant who had yearned for a devoted mother 
during childhood, and was now as an adult 
once more deeply disappointed that his wife 
did not properly fulfill a maternal role—would 
our Russian colleagues also “send a telegram” 
to the patient’s spouse directing her to treat 
him with greater kindness? Or better yet, 
would they, through personal influence and 
the communication of understanding, “decon- 
dition” the patient so that he (including his 
stomach) would no longer yearn for excess 
(ultraparadoxically conditioned) “cerebroso- 
matic” indulgence ? Indeed, they would, said 
the Soviet psychiatrists present, whereupon the 
meeting adjourned for vodka in a spirit of 
jovial goodfellowship, the Russians claiming 
that we were really materialistic neurophysi- 
ologists at heart and Wittkower and I endow- 
ing them with the honorary title of psycho- 
analysts in training. 


It was at this point that the members of 
the Soviet delegation cordially invited Mrs. 
Masserman and myself to come on a “pro- 
fessorial visit” to Moscow, and other repre- 
sentatives followed their lead with corre- 
sponding, but as yet necessarily unofficial, 
invitations to Poland, Rumania, and Hun- 
gary. Throughout the rest of the Congress 
there was a noticeable relaxation of tension, 
a greater mobility and freedom of com- 
munication and a generally increased at- 
mosphere of professional friendliness—al- 
though, be it noted, all questions of eco- 
nomic systems, politics or international 
relations continued to be carefully avoided. 

Later Sessions :—The next morning the 
conference was opened by Hans Hoff, Pro- 
fessor of Psychiatry at the famous Univers- 
ity Polyclinic in Vienna and currently Presi- 
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BATTLEMENTS AND BRIDGES IN THE EAST 


October 


dent of the World Federation for Mental 
Health—which, incidentally, the Soviet Zone 
countries, after an absence of ten years, were 
beginning to rejoin. Professor Hoff spoke 
eloquently of psychiatric problems that af- 
fected all nations : alcoholism, drug addic- 
tions, juvenile delinquency, and the many 
personality and cultural stresses that re- 
sulted from displaced populations, weak- 
ened family structures, changing social cus- 
toms and industrial automation. No one 
could take exception to his review, nor his 
moving appeal to all nations for “human- 
co-existence” ; on the contrary, he was ac- 
corded a deserved tribute. 


Hoff was followed by E. Wolf (Prague) who, 
in a paper of comparable thoughtfulness, re- 
turned to the clinical problems of psychother- 
apy and correctly pointed out that the good 
results of various forms of psychiatric treat- 
ment did not necessarily prove the sometimes 
narrow and conflicting theoretical convictions 
of their advocates. In any case, the patient 
should not be permitted to regress to excessive 
dependence either on physical or symbolic- 
experiential therapies but should instead be 
treated with a degree of medical and environ- 
mental realism that would “inhibit the deviant 
behavior to the point of extinction.” 


The rest of the Congress consisted of a 
diverse array of papers and discussions, 
representative samples of which, either read 
or distributed as typed abstracts, deserve 
mention under the following rubrics : 


Child Psychiatry: T. Simson of Moscow 
attributed most childhood neuroses to “severe 
toxemias of pregnancy or childhood infections 
which affect the cortical cells . . . We under- 
stand neuroses from the position of Pavlov, 
either as overloading of nervous processes or as 
a deviation resulting from conflicting excitatory 
and inhibitory processes ; nevertheless, such 
neural deviations may also be induced by er- 
rors in upbringing . . . in an unsmiling en- 
vironment.” V. Kudriavtseva, also of Moscow, 
proposed that children with post-encephalitic 
aesthenia “due to cortical inhibition” should 
be given “more rest and easier tasks at school,” 
and J. Vitek of Prague gave it as his opinion 
that, “in nearly all of a series of cases of child- 
hood neuroses, there were evidences of fine 
residuals of centrencephalic damage.” On the 
other hand, E. Bartsch of Berlin investigated 
the psychological effects produced in children 


by frightening medical procedures and found 
that, if the hospital milieu were such as to 
make the child feel loved and protected, even 
encephalography left no physical damage or 
repressed dread. J. Fischer of Prague reminded 
us that we had not yet traced the vicissitudes 
of adult life to the traumatic experiences of 
infants or toddlers. In a group of 80 neurotics 
aged 7 to 17, G. M. Pivovarova of Moscow 
found “disturbances of carbohydrates and pro- 
tein metabolism in all” and correlated these 
with a “weakened nervous condition and 
mental worry of long duration.” 

General Etiology of the Neuroses : G. Des- 
tunis of Berlin could find evidences of heredi- 
tary factors in only 30 of his series of 300 
neurotic patients ; in the others, endocrine fac- 
tors or physical traumata combined with psy- 
chological stresses to produce the disordered 
behavior. B. Alapin of Warsaw believed that 
fear of cancer and other neurotic symptoms in 
women could be attributed largely to a hor- 
monal inbalance. C. Koupernik of Paris attri- 
buted many neurotic reactions to the traumata 
of loss, but pointed out that if, for example, 
a patient had been active in caring for a dying 
relative or friend, there might be a “free inter- 
val” of from one to three weeks after the loved 
one died before the neurotic reactions de- 
veloped, and that a physician could intervene 
during this time to prevent or mitigate the on- 
set of the neurosis. In this connection, J. H. 
Rey of London reflected that perhaps a period 
of mild reactive depression is favorable to 
eventual recovery, “since it is human to feel 
guilt which motivates the patient to make 
reparation to real or imaginary victims. Patients 
who cannot get depressed are difficult to treat.” 

Special Etiology : A. S. Christovich of Len- 
ingrad, like Bruetsch of Indiana whom he did 
not quote, traced some psychoses to rheumatic 
encephalitis, and T. Nievzorova of Moscow 
attributed others to the misuse of ACTH. T. P. 
Hackett of Boston studied the deliria occurring 
after frontal lobe lesions and the hallucinogenic 
effects of thalamotomy, and concluded that 
both could be modified by psychotherapy. K. 
Szilagyi and his associates in Budapest could 
find no differences between normals and 
schizophrenics on the Quick (benzoate-hip- 
puric acid) test. Z. Bészormenyi, also of Buda- 
pest, studied the effects of administering 0.75 
to 0.80 mgm./K of diethyltryptamine intramus- 
cularly to 24 psychiatric patients and 30 con- 
trols, and noted that the drug induced an “ex- 
perimental psychosis” which lasted only 2 or 
3 hours, but which was followed by “the ap- 
pearance of latent artistic drives expressed in 
painting, poetry, etc.” H. Bultavova, et al. of 
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Prague also studied various anticholinergic 
hallucinogens, possibly related to those being 
investigated by L. Abood in Chicago. However, 
J. Roubicek of Prague concluded that “Drug 

. . experiments have not revealed the cause 
of endogenous psychoses, yet have founded a 
new field : experimental psychiatry . . . which 
can also utilize subjective experiences.” 

Psychiatric Therapy and Hypnosis : 1. Hardi 
of Budapest treated various functional gait dis- 
orders by “electrotherapy, pharmacotherapy, 
narcoanalysis, and narcosuggestion.” F. Vol- 
gyesi of Budapest, described his “Active Com- 
plexe Psychotherapie” as one that “turns to 
the cortex and is based on a purely intellectual 
approach” but did not correlate it with his 
previously advocated “Hypothalamic By-pass 
Hypnosis.” I. Horvath of Prague reported that 
hypnosis induced “a marked facilitation of 
elective irradiation between cortical signalling 
systems, and good levels of extinction of old 
and working out of new conditioned reflexes 
which were quite stable after awakening, even 
when the patient could not verbalize the ef- 
fect.” S. Betlheim of Zagreb treated impotence 
by suggesting to mildly hypnotized subjects 
that they have erotic dreams, and noted that 
symptomatic improvement was heralded when 
the patients “dreamed of better contacts with 
the partner.” V. A. Jasov of Moscow facilitated 
the induction and accentuated the effects of 
hypnosis by using barbiturates (especially the 
Soviet favorites, Medinal and Barmobil) but, 
like Bernheim three generations ago, wisely 
noted that the effects of this form of therapy 
are “conditioned less by the state of inhibition 
and more by the characteristics of the per- 
sonality of the patient, the particulars of the 
pathogenic situation, the doctor-patient re- 
lationship, the content of the suggestion and 
the entire process of treatment.” With this lead, 
N. Schipkowensky of Sofia warned again of 
the iatrogenic trauma of unskilled hypnosis, 
and recommended that deviant interpersonal 
behavior could best be resolved when. both 
the patient and the therapist were fully awake. 
J. Dubois of Saujon also recommended a quiet 
environment and “affective neutrality” as most 
conducive to therapeutice results. 

Alcoholism : The fifth and last day of the 
Congress was devoted to this topic, which is 
apparently as urgent a problem in the East as 
in the West. There were few claims as to single 
or even primary genetic, constitutional, de- 
velopmental, dietary, psychologic or sociogenic 
causes for addiction to alcohol; faced with 
complex realities, serious workers in the field 
everywhere in the world soon abandon mono- 
thetic oversimplications. Organic effects were 


discussed by H. Casier of Ghent who noted 
that 10 to 12% of C-14 labelled alcohol was 
fixed in the tissue within 30 minutes, 25% in 
3 hours, and that some still remained in the 
brain tissue after 15 days. Binding was most 
marked in the liver, which may account for 
hepatic cirrhosis in chronic alcoholism. P. 
Stokes, J. Reilly and O. Diethelm of New York 
thought they could correlate the emotions of 
alcoholics with specific chemical variations in 
their blood, whereas A. Povorinskii of Lenin- 
grad attributed the hangover to the “weakened 
hypnotic state of Pavlov.” A. Bertrand of Paris 
found that alcohoiism reduced industrial effi- 
ciency from 20% to 65% and F. Detengove of 
Tashkent observed that “ex-alcoholics become 
neurotic.” 

As to treatment, V. Borinievich of Moscow 
regarded only the early stages of alcoholism as 
immediately amenable to psychotherapy, and J. 
Strelchuck of Moscow outlined the methods to 
be used for more advanced cases as follows : 
1. Detoxication, vitamins and prolonged sleep, 
2. The establishment of negative conditioned 
reflexes to alcohol, 3. Physiotherapy, psycho- 
therapy and work therapy, 4. Enforced Anta- 
buse medication for 6 to 12 months with 5. 
Reinforcement of the negative conditioning to 
alcohol as necessary. Zachepitskii treated al- 
coholism by “short conversations and collec- 
tive hypnosis” ending with “negative condi- 
tioning for alcohol with the aid of apomorphine 
and thiurane.” J. Duba of Prague reported that 
Stopethyl may safely be substituted for Anta- 
buse, since patients cannot abolish its anti- 
alcoholic action by drinking vinegar. J. Dent 
of London observed that in alcoholics as in 
other neurotics “to be or not be—that is the 
anxiety. So why not drink, since we shall not 
die until tomorrow ?” But instead of “lulling 
the forebrain with sedatives,” Dent recom- 
mended “stimulating the back brain with apo- 
morphine.” H. Faure (Bonneval, France) ad- 
vocated three weeks of narcosis with barbitu- 
rates and Largactil, during which the patient 
was to be awakened thrice daily for “dream 
analysis, transference interpretations, group 
therapy and exposure to tape and motion film 
recordings of his previous behavior while in- 
toxicated.” J. Carrere (Epinary-sur-Orge) 
also insisted that his patients view motion pic- 
tures of their conduct during alcoholic-amnesic 
states, and reported that of 65 so treated since 
1954, 29 have remained complete abstainers 
and 24 more “improved.” 

Other papers devoted to the public health 
and legal aspects of alcoholism may be sum- 
marized as follows: A. Tongue of Lausanne 
asserted that whereas the toxic effects of al- 
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cohol on social behavior varied from culture to 
culture, the alcoholic everywhere must be held 
responsible for his conduct. P. Jean of Paris 
indicated the extent of alcoholism in France 
by noting that his government now paid 80% 
of the cost of 3000 beds in public mental hos- 
pitals, and 1000 more in private ones, all de- 
voted exclusively to the treatment of alcoholics. 
M. Marzynski of Lodz reported that the Polish 
Government “refused to use legal punishment, 
but insisted that the alcoholic undertake obliga- 
tory out-patient or group therapy.” J. Skala, 
et al. of Prague reviewed the Czech Govern- 
ment’s program, instituted in 1956, of indi- 
vidualizing the treatment of neoabstinents vs. 
occasional or impulsive, vs. consistent or 
chronic alcoholics ; however, he hoped that a 
revision of Law 87 “would stress educational 
and economic weapons rather than repressive 
ones.” 


And thus ended a meeting of nearly in- 
variably informed, keen and eager minds 
assembled, for the first time in over a gener- 
ation, in a Psychiatric Congress with truly 
International (East-West) Participation.‘ 
To say that far-reaching scientific, philo- 
sophic, or even methodologic accords were 
reached would be unrealistic, but to deny 
that mutual understanding and respect were 
fostered that might lead to greater rap- 
prochements in the future would also be to 
underestimate the undeniable success of 
the Congress. 


4 Since the proper editing of a professional report 
is not conducive to the expression of personal senti- 
ments, this last paragraph on Czechoslovakia should, 
I suppose, have been discarded by my cortico-differ- 
ential analyzers as an idiosyncratic artifact. But art or 
not, the fact remains that my most significant memories 
of the Congress concern not its surface proceedings 
but the unfailing graciousness of our Czech hosts to 
every representative of every country, the growing 
warmth and cordiality the Russian and other Eastern 
delegations displayed toward nearly all the visitors 
from the West, and the half-embarrassed gift-giving 
and the undeserved but sincere expressions of grati- 
tude from a spontaneously assembled farewell dele- 
gation on the occasion of our departure. But even 
raore poignant were the final remarks of one new- 
found friend still separated from us by a curtain of 
governmental distrusts and suspicions: “Please write 
—but until official matters between our countries 
clear as we hope—don’t yet write too often!’ Nor 
is it much comfort to recollect that there are always 
two sides to a curtain, and that we, too, may still be 
impelled to make a like remark to a visiting Soviet 
scientist. 


DISCUSSION 


NatHan S. Kune, M.D. (Orangeburg, 
N. Y.).—This paper by Dr. Masserman consti- 
tutes a model for the reporting of conferences. 
He has accomplished the extraordinary feat of 
not only succinctly summarizing the contents 
of a vast number of papers but also portraying 
the dynamics of the conference itself. Since I 
had the opportunity of lecturing at Charles Uni- 
versity in Prague only a few weeks before the 
conference I can attest to the accurate portray- 
al of the dramatis personae. In a recent mono- 
graph(1) I have discussed quite fully the or- 
ganization of psychiatric care and research in 
the USSR with an appendix covering the 
situation in Czechoslovakia. My own report is 
dry and factual compared with the present 
paper. Almost all of us who venture into the 
Eastern European countries and have pro- 
vided our hosts with any sort of time schedule 
have been most cordially received. Psychia- 
trists and other types of researchers have the 
same sort of time schedule as do most of us. 
If a psychiatrist whose name was only vague- 
ly familiar to us were to call from a local hotel 
announcing his arrival and expecting to be 
entertained and shown the courtesies of our 
institution “today and tomorrow because we 
are leaving the next day” one would hardly be 
expected to drop everything else in order to 
comply with such a request. This is particular- 
ly true if it turned out to be the fifth or the 
fiftieth one in a row. In other words, for those 
of you who intend to visit these countries and 
would like to see the institutions, make certain 
that plenty of advance arrangements are made. 

The only point about which I have to carp 
is a minor one. At first glance we are some- 
what staggered by the extraordinarily high cost 
of items such as coffee or “luxuries.” Trans- 
lated directly into American monies or even 
in terms of “how many hours one must work 
to earn a pair of something or other” there 
appears to be gross underpayment. It is im- 
portant to remember that the cost of housing 
is almost negligible, medical care is provided 
without cost, pensions and retirement are 
available at no direct expense to the individual 
and that provisions for the education of one’s 
children are well taken care of. This means that 
many of the fixed costs which exist in our own 
culture are absent. Consequently, the true com- 
parison should be in respect to disposable in- 
come. The balance is still distinctly in our own 
favor but not to the same extent as would 
appear at first glance. 

This summer I expect to check on the ac- 
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curacy of Dr. Masserman’s observations about 
Yugoslavia and in return extend my permission 
for him to visit Liberia, Nigeria, Afghanistan, 
etc., so that we may subsequently compare 
notes. The peripatetic American psychiatrist 
fulfills a most useful function and this species 
should be encouraged. 
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SCRUPULOSITY : RELIGION AND OBSESSIVE 
COMPULSIVE BEHAVIOR IN CHILDREN * 


WAYNE M. WEISNER, M.D., anv 
REVEREND PIUS ANTHONY RIFFEL, S.J., M.A.* 


The term scrupulosity is not new and 
has both theological and psychological as- 
pects. The term scrupie is derived from the 
Latin word scrupulus, meaning a small, 
sharp pebble which when lodged in a shoe 
caused discomfort or interference with 
walking. Later on, the term came to mean 
a very small weight, about one twenty- 
fourth of an ounce, so small as to affect 
only the most sensitive balance. From this, 
the English word scruple came to acquire 
a moral meaning of a minute reason or 
motive—so slight as to affect only a very 
delicate conscience. In this sense it has the 
dictionary meaning of careful, exact, con- 
scientious, and implies a good healthy 
meticulousness. In its technical sense (and 
as used in this paper) the term scruple 
means an unhealthy and morbid kind of 
meticulousness which hampers a person’s 
religious adjustment. 

Early spiritual writers looked upon con- 
tinuous scrupulosity as a moral malady of 
the soul. The past and present theological 
attitude is that scrupulosity means fear and 
insecurity which tend to make an individual 
see evil where there is no evil, serious sin 
where there is no serious sin, and obligation 
where there is no obligation. Thus scrupu- 
losity is not seen due to a lack of knowledge 
but to emotional factors. There is evidence 
of a disturbance of judgment in that the 
scrupulous person considers something as 
important which in reality is trifling and 
negligible. These result in endless con- 
sultations with many priests, a state of end- 
less doubt, and involvement with triviali- 
ties, all of this together constituting in 
varying degree a pathological state. 

Among the first to classify the scrupulous 
person from a psychological point of view 
was Janet(6). He saw scrupulosity as a 
manifestation of psychasthenia. Emyieu( 4) 


116th annual meeting of The 


1 Read at the 
American Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1960. 


2 Medical Director, and Staff Psychologist, St. 
Charles Child Guidance Clinic, Brooklyn, N. Y. 
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followed. Janet’s theories. Fenichel(5) or 
more recently Mahoney(7) explain scrupu- 
losity as a result of deep unconscious con- 
flict. They see the scrupulous person as a 
victim of an over-severe superego. He has 
the ambivalence associated with regression 
to an early stage of personality organization 
and uses the defense mechanism of reaction 
formation, isolation and undoing, which are 
characteristic of compulsion neurosis. There 
are other interpretations by Allers(1), 
Moore(10) and Mailloux(8). 

There is a high incidence of scrupulosity 
among the Catholic population. In a recent 
survey by one of the authors(12) it was 
found that one of 4 sophomores in a 
Catholic high school admitted to current 
scrupulosity. One of every 7 Catholic col- 
lege students admitted to current scrupu- 
losity. There was no sex difference. It 
must, however, be pointed out that much 
of this scrupulosity is transitory and not 
necessarily indicative of severe pathology. 
The duration ranged anywhere from a few 
months to 4 years with the average duration 
somewhere between 1 and 2 years. The age 
of onset is scattered across the develop- 
mental period from early childhood to late 
adolescence with a marked increase in the 
frequency of onset during early puberty. 
Doyle(2), Mullen(11) and McGowan(9) 
seem to be in agreement with these findings. 
We might note Wittel’s(3) reference to “a 
phase of the ambivalence in adolescence.” 

We report here 23 children referred to 
the St. Charles Child Guidance Clinic, 
Brooklyn,’ in the past 10 years because of 
continuous and chronic scrupulosity. The 
group consisted of 12 boys and 11 girls be- 
tween the ages of 10 and 17 ; the mean age 
being 12 years and 9 months. Fourteen 
of these children were referred by priests 
and 6 by doctors. Thirteen were referred 
specifically for scrupulosity. Typical initial 


3 Much of the clinical material available for this 
research was due to the interest of the fo:mer Medical 
Director of St. Charles Child Guidance Clinic, Dr. 
Frank Cassino and the clinic staff. 
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referrals were : “A bad dose of scrupulos- 
ity.” “Scruples—most acute anxiety.” “Ab- 
normally scrupulous.” “Compulsive thoughts 
of killing mother and beginning of scru- 
ples.” “Overly religious.” “Very disturbed— 
concerned about right and wrong.” 

These children were all Roman Catholics 
whose families were together and practicing 
their religion. Their primary education was 
in the local parochial school. For the most 
part they were of better than average in- 
telligence with IQs ranging from 100 to 
135 with only 5 below 110. Scholastically 
they functioned as well as one would ex- 
pect from their high intelligence (school 
averages in the 90's). Furthermore, they 
were considered exemplary students, gen- 
erally receiving A for conduct. Three were 
“only” children. Typical school reports 
were: “tops in his class,” “fine scholastic 
record, energetic, splendid altar boy.” 

On initial referral their mothers were fre- 
quently very upset and some were in tears 
over their child’s symptoms. Because of 
their own anxiety, many of the mothers 
tended to minimize the symptoms and em- 
phasize the predominantly religious aspect, 
namely, the scrupulosity which they tended 
to view in a privileged way. This made it 
more difficult for some mothers to view it as 
an illness and consequently follow through 
on treatment. One of the mothers frequently 
was or had been scrupulous in the past. We 
have less information about the fathers, but 
they usually viewed the condition with less 
concern. 

How did these children show their scru- 
pulosity at the time they arrived at our 
clinic ? Many presented problems concern- 
ing food such as : finicky eaters, food having 
lost its appeal, requiring permission to eat, 
and it being a sin to eat. Occasionally 
thumb sucking or hand chewing was in 
evidence. Breathing also had its problems 
such as : breathing is a sin, and breathing is 
stealing the air that doesn’t belong to them. 
Coughing and spitting germs were sinful in 
terms of possibly killing someone. Another 
group of symptoms involved obsessive com- 
pulsive tics and rituals such as compulsive 
washing of hands, touching the walls or 
stepping on cracks, which was seen as a 
mortal sin. There seemed to be a problem 
concerning money and handling of posses- 


sions. Moving and kicking furniture were 
sinful as property was destroyed. There was 
also fear of injuring someone, brushing 
against someone or killing someone. The 
sexual area also presented many problems 
for these children as they were concerned 
with impure thoughts and mixed parties 
which had kissing games. There seemed to 
be over-concern about bodily functions, 
problems with touching, and in some girls 
menstruation being equated with sinfulness. 
One girl felt compelled to take her bath 
with the light out. Television and other 
pictures, because of their sexual implica- 
tions, also troubled some of these children. 
One penciled in low necklines seen in 
magazines. There was over-concern about 
modesty and their dress for fear they might 
be sexually seductive to others. One girl was 
concerned lest her parochial school uniform 
might be too sheer. 

How did these children show their scrup- 
ulosity in specifically religious behavior ? 
As practicing Catholics many of them not 
only attended church regularly but went to 
daily Mass. They were looked upon as good 
children and more religious than average. 
There were indecisions about right and 
wrong and fear of wrong in everything. 
They were continually consulting the priest 
and re-examining their conscience frequent- 
ly throughout the day. The problem about 
Confession showed itself in various ways 
and was frequently quite dramatic. They 
felt past sins were either not properly con- 
fessed or were not properly understood by 
the priest. They were afraid they had 
omitted something and there were endless 
ruminations and repetitions of the same 
sin, and of all the trivial circumstances 
surrounding their actions, with inability to 
arrive at a satisfactory decision. Many 
found it difficult in going to Communion 
because of their inability to resolve their 
doubt about sin on their soul. In several 
cases among our boys it was found that 
there was much concern and fear about 
having sold their souls to the devil. One 
boy sold his soul to the devil so that 
the Dodgers would win. One girl went into 
a trance in church on the night she felt she 
had converted her non-Catholic grandfather 
because he finally accompanied her to 
church. 
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The precipitating event which triggered 
an acute phase of scrupulosity was an in- 
tense situation emotionally linked with their 
conflict. In our cases we found: A. The 
introduction of sexual material as, for ex- 
ample, the first mixed party or kissing 
game ; learning about the processes of birth 
from a friend; seeing dirty words on a 
lavatory wall. B. Special religious events, 
such as the beginning of Lent or the making 
of their Easter Duty. C. A traumatic event 
such as sudden separation from the mother 
or mother substitute ; or physical injury, or 
hearing a story about someone being pos- 
sessed by a devil. 

The personality picture of these scrupu- 
lous children as presented by the mothers 
appeared as follows: The children were 
usually seen as perfectionistic, being over- 
clean, always prim and fussy, extremely 
neat. They were also studious and too 
thorough, spending much time on their 
homework with a need to excel (which in 
fact they did). One youngster was de- 
scribed as: “Prays, works and studies in- 
tensely for long periods of time.” Others 
were described as being “too good,” “al- 
ways a good child” and “requires little 
correction.” They were described as shy, 
oversensitive, serious, nervous with a tend- 
ency to worry, and depressed. Socially 
they adjusted poorly and seldom had close 
friends and thus appeared as withdrawn, 
seclusive and lonely. The mothers felt that 
their children were overattached, needed 
their approval for being good and made 
them their chief confidantes. However, re- 
marks from the mother on sex and sin were 
disturbing to them. The mother’s feelings 
and her health also concerned them. In 
brief, there was very close mother-child 
relationship and what frequently appeared 
to be overprotection on the mother’s part 
which resulted in a dependent relationship. 

In general, in the eyes of the mother, 
early developmental history did not seem to 
deviate too much from the normal. In a few 
cases there was mention of early operations 
or rheumatic fever or a kidney infection. 
Several had asthma, all of which seemed to 
focus the mother’s attention more on the 
child than on the other siblings. One young- 
ster sucked his thumb until the age of 6, 
then bit his nails and then began to pull his 


hair and then finally, when reprimanded, 
crossed his eyes and walked into the wall. 
Unfortunately, information on toilet train- 
ing was scant. It was seldom specifically 
mentioned as being difficult. In general, 
their early behavior was seldom mentioned 
as a problem. 

The personality picture as derived from 
psychological testing may be summarized as 
showing much immaturity and dependency. 
The youngsters appeared introverted, fear- 
ful, sensitive, anxious, critical and perfec- 
tionistic. They were frequently guarded, 
evasive and cautious. There was a pre- 
ponderance of obsessive compulsive traits, 
lack of spontaneity, and there were indica- 
tions of rigidity and constricted functioning. 
Ambivalence and seeking inner controls of 
emotions were also in evidence. Chronic 
and acute doubting appeared. Sexual pre- 
occupation, sexual conflict and guilt were 
strongly indicated. In many there was poor 
self identity. 

Initial psychiatric interviews gave further 
confirmation of their personalities as de- 
scribed above. In ail, 18 psychiatric inter- 
views were available. Nine of these scrupu- 
lous children were seen as having an under- 
lying schizophrenic matrix or functioning 
on a pre-psychotic level. 

These children presented a chronic and 
severe form of scrupulosity. Although the 
content of their productions was of a re- 
ligious and spiritual nature, the problem 
was basically not a moral, but an emotional 
one. The core problem was in the handling 
of both sexual and aggressive impulses, and 
we see the symptoms on all levels of psy- 
chosexual development. The aggressive im- 
pulses seemed to produce the most diffi- 
culty. Much aggression was present but 
went unrecognized by others and more es- 
pecially by themselves. The competitive 
theme was very strong with need to excel, 
and much sibling rivalry. They were fre- 
quently manipulative, passively resistive 
and provocative. Their sexual conflict had 
oedipal overtones. Coupled with this was 
profound and incapacitating ambivalence 
(mixed feelings) and excessive guilt. They 
tended to use intellectual defenses at the 
expense of their emotional development. 
The defenses met with were the ones com- 
mon to the obsessive compulsive syndrome : 
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reaction formation, doing and undoing, 
denial and isolation. In short, the ego is 
caught between the forces of the id and 
superego. In these children their normal 
healthy drives and inhibitions became ex- 
aggerated and out of proportion, and their 
behavior thus appeared irrational and fre- 
quently bizarre and ineffectual. Although 
not stressed by the mothers, there fre- 
quently seemed to be a depressive element 
with weeping and crying. 

Seven boys and 4 girls received treatment 
at the clinic, generally for one year. How- 
ever, several children are currently in their 
second year of treatment. The 4 girls 
showed improvement as did 4 of the 7 
boys. Of the other 3 boys, one showed un- 
certain improvement with poor prognostic 
expectations at the end of treatment. An- 
other schizophrenic boy had to be hospital- 
ized and the third boy, seen on periodic 
consultation over a number of years, re- 
mained unchanged. Treatment was usually 
on a supportive level. Their defenses were 
seldom, if ever, directly attacked. Much of 
the progress in therapy was due to the 
relationship established and the scrupulos- 
ity itself did not become much of an issue 
in their treatment. Medication : Thorazine, 
Compazine or Miltown, was occasionally 
used to tide them over their acute episode. 
However, initial psychotic episode, if any, 
was short lived and quickly dropped. They 
were usually able to wall off this episode. 

From treatment as well as follow-up 
studies we see that the children were 
usually able to continue to function and 
make a fairly adequate adjustment. The 
recent follow-up study in which 17 of the 
scrupulous children were contacted, showed 
that they continued in high school or have 
graduated. Six are presently in college, and 
most of them continue to function on a 
better than average academic level. Two of 
the girls are married and one boy has just 
returned from 2 years in the army. Of 4 
girls, one is a stenographer, one a typist, 
one an accountant and one a bookkeeper. 
The mothers of these youngsters still have 
difficulty in seeing their children’s scrupu- 
losity as an emotional problem. Many of 
these children still have difficulty in making 
a comfortable social adjustment. 


SUMMARY 


In this paper, a clearer picture of severe 
chronic scrupulosity as a pathological con- 
dition is presented. Children actually re- 
ferred to a child guidance clinic for their 
scrupulosity are seriously disturbed. What 
became clear to us was that the scrupulous 
children presented a consistent picture in 
terms of symptoms and underlying person- 
ality traits. It usually appears as an ob- 
sessive compulsive disturbance involving 
fears and doubts. However, the constriction 
and inhibitions of these scrupulous chil- 
dren were frequently indicative of a schiz- 
oid personality and, in some instances, of an 
underlying schizophrenic matrix. This con- 
sistent picture of the scrupulous child which 
emerged from our research, enabled us 
to obtain a more immediate and fuller un- 
derstanding of any new child referred to 
our clinic for his scrupulosity, and to work 
with the scrupulous child in a more con- 
fident and effective manner. 
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ADJUSTMENT OF EIGHTY DISCHARGED 
GERIATRIC-PSYCHIATRIC PATIENTS 


MORSE P. MANSON, Px.D., CARLTON L. ENGQUIST, M.S.W.” 


It is felt by professional workers in 
medicine, psychology, nursing, social work 
and rehabilitation, that older patients en- 
cumbered with severe physical and psy- 
chiatric illnesses, as are many of the chronic 
patients in the Veterans Administration 
Hospitals, have little chance of returning to 
family and community living, unless they 
are provided with the appropriate profes- 
sional assistance, carefully prepared, and 
consistently helped to adapt themselves to 
some form of community living. 

The validity of the belief that chronically 
ill, geriatric-psychiatric patients, receiving 
appropriate assistance could make satisfac- 
tory and satisfying adjustments outside an 
institutional setting was subjected to critical 
analysis in this study. 

At the VA Hospital, Sepulveda, Cali- 
fornia, a 100-bed geriatric-psychiatric serv- 
ice has been in operation since 1955. In- 
itially the staff, because of the complexity 
of their patients’ problems, had many 
reservations concerning the ability of these 
long-term geriatric-psychiatric patients to 
adjust to settings other than chronic hos- 
pitals. In November, 1957, the treatment 
program was intensified and increased em- 
phases were placed on more active thera- 
peutic and rehabilitation techniques. Eighty 
patients were discharged. The follow-up 
study concerns these 80 patients. 


GROUP CHARACTERISTICS 


All were males, veterans, and formerly 
patients in the above geriatric-psychiatric 
service. 

Age: The age range for the group dis- 
charged was 26-82 years; the mean age 
was 62.3 years. 

Race: The discharged group was 99% 
white and 1% non-white; the remaining 
group was 95% white and 5% non-white. 

Marital Status: Marital status percent- 


1 From the VA Hospital, Sepulveda, Calif. 

2 Respectively, Chief, Counseling Psychology Serv- 
ices, and Chief, Social Work Service, VA Hospital, 
Sepulveda, Calif. 


ages of the discharged and remaining 
groups showed one significant difference 
at the .01 level of confidence: a larger 
number of divorced men were in the dis- 
charged group than in the remaining group. 

Number of Diagnoses: The mean num- 
ber of diagnoses of the remaining group 
was 2.4 : that of the group of discharged pa- 
tients was 2.0. 

Diagnoses : Of the discharged patients, 
85% carried a diagnosis of “psychosis” ; 35% 
had “chronic brain syndrome” ; 13% were 
considered “incompetent” ; 11% had “cardio- 
vascular disease” ; 8% “pulmonary disease.” 
The remaining group had significantly 
larger percentages of patients with “chronic 
brain syndrome” ; “cardiovascular disease” 
and “tuberculosis—inactive.” 

Time in Hospital : The discharged group 
had spent an average of 21.7 months in the 
hospital as compared with 26.3 months for 
the remaining group. The majority of these 
patients had been hospitalized elsewhere 
prior to admittance to this hospital. For 
example, of the 22 patients who had ac- 
cepted family care placement in this study, 
14 had been hospitalized over 10 years. Of 
this group, 9 had been hospitalized over 20 
years ; while 4 had been hospitalized over 
30 years. 

Number of Discharges : The mean num- 
ber of discharges in the remaining group 
was .1; that of the discharged group had 
been 2.0. Thus the discharged group had 
received 20 times the number of discharges . 
which the remaining group had received. 
It is, of course, obvious that the men in the 
remaining group were much sicker than 
those in the discharged group, nevertheless 
the question arises : Could more discharges 
have been provided the remaining group, 
thus exploring the feasibility of living out- 
side the hospital ? 

Death rate: A comparison was made of 
the death rate of the 2 groups. The death 
rate of the discharged group over a period 
of 44 months was 8%; the hospitalized 
group had a death rate of 18% over a 39 
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month period. Converted to death rate per 
month this would be .18% of the discharged 
group and .46% of the remaining group per 
month. 

Number of Places Lived in Since Dis- 
charge : Of 67 returns, 43 discharged pa- 
tients or 66% remained in the original home 
developed through hospital discharge plan- 
ning. Thus a large percentage of the total 
discharge group of 80 patients—at least 53% 
—adhered closely to the discharge plan 
developed in the hospital. 

Sources of Income: Fifty-three patients 
indicated definite sources of income. Only 
5 questionnaires indicated no source of 
income. These data show that a large per- 
centage of discharged patients had eco- 
nomic resources avaliable. In a few cases, 
income was sufficient for full maintenance 
costs. 

Average Monthly Income: Forty-seven 
returned questionnaires presented the 
monthly income of discharged patients. The 
mean monthly income for this group was 
$155.00. 

Adjustment to Present Living Situation : 
Ratings were made by the interviewers of 
adjustments made to patient’s present living 
situation. The scale used included 4 rat- 
ings : poor, fair, good, and excellent. Based 
on a point system of 1-2-3-4, the mean 
rating for this group was 2.3 closer to “fair” 
than “good.” 

Adjustment to Present State of Health: 
The mean point evaluation was 2.7, some- 
what closer to the “good” rating than to the 
“fair” rating. 

Is Patient Receiving Outpatient Medical 
Care ? “Yes” responses to this question was 
26%, “No” responses was 74%. When hos- 
pital staff was queried regarding the per- 
centage of patients discharged from the 
geriatric-psychiatric service who would 
require medical services after discharge, 
responses ran from 70% to 95%. The finding 
that only 26% were receiving medical treat- 
ment was surprising to nearly all staff mem- 
bers. 

Adjustment to Work or Hobbies: The 
mean point rating was 2.3, closer to “fair” 
than to the “good” rating. 

Is Patient Working? Responses were 
“Yes” for 33%. It was surprising to find that 
one-third of these discharged patients were 


working, since it was the belief of most 
hospital staff members that not more than 
10% could or would return to work, even to 
marginal types of work. Not all of those 
working were receiving wages. It is be- 
lieved that at least 8 of the 16 working were 
being paid. 

Since the average number of hours 
worked by each working patient was 19.5 
or 975 hours for a 50 week year, it is es- 
timated that a working patient earning the 
federal minimum wage of $1.00 per hour, 
would earn $975.00 per year. The group of 
16 working patients then would earn $15,- 
600. Since only about 50% of the working 
group is being paid, the group is earning 
approximately a minimum of $7,500 per 
year. 

If Working—what does he do? The 16 
discharged patients were engaged in 11 
different jobs. In this group were 4 men 
who worked 8 hours per day, 5 days a week. 
These findings are very encouraging and 
point to potentialities within men who 
present complex geriatric-psychiatric his- 
tories. 

Adjustment to Social Activities: The 
mean rating was 2.3, closer to “fair” than 
to “good.” 

In Your Opinion Does This Patient Need 
Hospitalization at This Time ? Ninty-three 
percent answered “No” and 7% answered 
“Yes.” This finding indicates that adequate 
hospital services had been provided to 
these discharged patients. It also suggests 
that living outside a hospital has salutary 
effects. 

What Additional Services Would Improve 
or Stabilize This Veteran’s Adjustments ? 
On the 31 questionnaires which dealt with 
this question, there were 41 responses. The 
largest single response—12 or 29%—was 
“None.” 

How Long Do You Believe Patient Will 
Remain Out of Hospital? Eighty-two per- 
cent stated patients would remain out of 
the hospital “Indefinitely.” 

What Might the Veterans Administration 
Hospital at Sepulveda Have Done to Make 
This Patient Better Able to Remain Out of 
Hospitals P The largest number of responses 
—23 or 63%—answered “Nothing.” 
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Discussion 


A significantly greater percentage of 
divorced men were included in the dis- 
charge group. It is heartening to note that 
in this group, 6 were over the age of 70 
years, and 2 were in their 50's. Approxi- 
mately 60% were living in protected settings 
and receiving continued supportive case 
work help by the hospital or Regional Office 
social workers. 

The discharged group had a mean of 2.0 
medical diagnoses, Of these, 85% had been 
diagnosed as “psychotic” and 35% with 
“chronic brain syndrome.” Being psychotic 
does not significantly affect hospital dis- 
charge. However, brain damage does sig- 
nificantly reduce the possibility of leaving a 
hospital. The group remaining had approxi- 
mately twice the incidence of brain damage 
of the discharged group. There appears to 
be evidence that cardiovascular disease and 
tuberculosis (inactive) reduce the chances 
of leaving a geriatric-psychiatric service. 
The combination of brain damage, cardio- 
vascular disease, and tuberculosis (in- 
active) suggests that the older patients who 
require considerable physical attention have 
fewer chances of making acceptable adjust- 
ments outside the hospital than do patients 
with minimum physical needs but with 
psychoses. In further support of this ob- 
servation, experience in this hospital shows 
that the geriatric-psychiatric patient returns 
to the hospital in the majority of cases for 
medical reasons rather than for psychiatric 
conditions, even though he may have been 
originally hospitalized for psychiatric rea- 
sons. 

A psychotic patient who can provide 
self-care is much more acceptable to his 
family or other families than is the non- 
psychotic who needs personal physical at- 
tention. This conclusion is strengthened by 
noting that even the classification of a pa- 
tient as “Incompetent” does not affect dis- 
charge possibilities : 15% of the remaining 
patients were considered as incompetent 
against 13% of discharged patients. 

The discharged group had an average of 
4.6 months less hospital time than did the 
remaining group. 

On the average, the discharged group had 
received 2.0 discharges, while the remaining 
group had received .1 discharges, and 88% 


of the remaining group never had received 
a discharge. The subject of hospital dis- 
charges calls for further research. It is 
highly desirable to explore intensively new 
approaches to discharges and different 
kinds of discharges, particularly for patients 
who require limited physical care. 

Greater community involvement in the 
treatment of geriatric-psychiatric patients 
is needed so that more of these patients 
have opportunities for leaving the hospital, 
even for short periods, to meet with non- 
patient groups, and engage in community 
activities whenever possible. 

An analysis of the death rate was made 
to determine if there was justification for 
the beliefs of some that exposure of these 
geriatric-psychiatric patients to the outside 
world would prove dangerous. The 8% death 
rate for the discharged patients as against 
the 18% death rate of remaining patients 
per se indicates that being discharged does 
not increase the incidence of death. 

One of the several encouraging findings 
was the movement of these discharged pa- 
tients into 30 different communities. Sixty- 
three percent of the discharged patients 
settled in the Los Angeles or San Fernando 
Valley, within close reach of the hospital. 

About one-third of the discharged group 
was living with its immediate family, while 
over one-third was living with foster fam- 
ilies. Thus over two-thirds of the discharged 
group had returned to family settings, 
rather than to institutional settings or to 
living by themselves. For most of these pa- 
tients a return to a family setting was a 
realistic goal. 

Another encouraging finding was the 
stability of the discharge plans developed 
within the hospital setting. Of the 67 re- 
turned questionnaires with data regarding 
the number of places lived in since hospital 
discharge, 44 or 66% indicated no moves had 
been made and the discharged patient was 
living in the home or setting developed 
with him while he was hospitalized. This 
finding points to the importance of the 
social worker in laying the groundwork for 
realistic discharge plans with responsible 
family members and the patient. 

Perhaps the most unexpected findings 
were those dealing with health, medical 
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care, and the need for hospitalization. The 
greatest amount of concern and uncertainty 
on the part of the staff existed in these areas. 
The findings of this study, however, point 
clearly to the ability of these discharged pa- 
tients to maintain their well-being and even 
reduce the amount of medical services they 
once had required. 

Only 26% was receiving outpatient medi- 
cal care. Only 7% seemed to be in need of 
further hospitalization at the time of the 
interview. 

Considering the type of patients com- 
posing the discharge group, it is encourag- 
ing to discover their ability to maintain 
themselves relatively free of direct medical 
or hospital service. The conventional belief 
is that geriatric-psychiatric patients require 
long-time and extensive medical-psychiatric 
attention. Because of this belief, move- 
ment of such hospitalized patients often is 
retarded by excessive concern over dis- 
charge planning, and resistance to moving 
them. In many cases, the potentialities of 
such patients are grossly minimized or com- 
pletely disregarded. 

It is well-known that the geriatric-psy- 
chiatric patient, after long-term hospitaliza- 
tion, develops strong resistances to change 
or movement ; this is especially true when 
he is faced with leaving the protected en- 
vironment of the hospital to return to com- 
munity living, which he often looks upon 
with doubts and fears. Careful discharge 


planning, which includes the patient at each 
step of the way, enables the patient to 
accept, often on a trial period, living out- 
side the hospital. 

Experience points out that the chronic 
patient who has had an opportunity to live 
outside the hospital, even for a short period, 
has a better chance for developing and 
carrying out sound discharge plans which 
will keep him out of a chronic hospital than 
has the patient who has never made such an 
attempt. 

In view of the above findings, resistance 
to the movement of geriatric-psychiatric pa- 
tients from a hospital setting to a home or 
community setting, in many instances seems 
to be unwarranted, and actually anti-thera- 
peutic. Where limited movement of pa- 
tients exists, a definite need for greater effort 
in the development of realistic discharge 
plans seems indicated. Limited movement 
of patients often suggests that staff members 
are in need of training and clarification of 
treatment objectives. 

In brief, these findings indicate that the 
discharged group of geriatric-psychiatric 
patients was happier, healthier, more pro- 
ductive, more gainfully employed, and more 
active socially than when hospitalized. Life 
outside the hospital stimulated these men 
to live fuller lives and reduced their medical 
needs. Life outside a hospital appears not to 
have increased the death rate for this group. 


= 
5. 
} 
| 
> 
. 
‘ 


When Byrd went to the Antarctic in the 
twenties he is said to have taken along, in 
addition to two coffins, an even dozen 
strait jackets. This pessimistic precau- 
tion turned out to have been unnecessary, 
but does suggest the respect that even 
experienced explorers have had for the psy- 
chological vicissitudes of isolated polar liv- 
ing. To be sure, conditions at isolated 
United States 1.G.Y. Stations in the Antarc- 
tic are different from the time of the early 
explorers. There is less danger .and hard- 
ship, better communication with the out- 
side world, and (possibly) better selection 
of personnel. (At least there is more psy- 
chological professionalism applied to the 
problem of selection today.) Nonetheless, 
for most individuals the business of living 
for a year in an isolated polar station still 
makes serious demands on adaptive re- 
sources. 

Here is the situation. A small (12 to 40) 
group of volunteers of widely varying in- 
terests and backgrounds (scientists, officers, 
and enlisted personnel ) ae thrown together 
in close personal association and isolated 
from all other society for a large part of a 
year. Most of life is lived indoors except 
for the lucky few who may go out on “trav- 
erses.” For 7 or 8 months of the year, 
there is no communication with the outside 
world except by radio, and for several 
months of the winter there is 24 hours of 
darkness. During this time the physical 
milieu, the routine of life, and the small 
exclusive society is, of course, character- 
ized by an inevitable sameness and mo- 
notony. 

There is much interest these days in the 
psychological effects of isolation, in part 
perhaps, because of current fantasies about 
space travel and planetary exploration. Ac- 
cordingly, this review of effects of voluntary 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1960. 

2 Medical Department, U. S. Naval Academy. 
Annapolis, Md. 
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isolated group living, in a non-experimental 
situation, may be of interest. 

The present study was based on inter- 
views conducted “on the ice” with some 
85 personnel who were nearing the end of 
their wintering-over period at a number of 
smaller, more isolated stations. The inter- 
views were conducted by 2 psychiatrists 
and 2 psychologists, during two visits to 
the Antarctic on successive years. The inter- 
views lasted from one to several hours, and 
in many instances the subjects were inter- 
viewed separately by two members of the 
team. The goodwill and frankness of the 
interviewees was impressive. In some in- 
stances there was a mild initial xenophobia, 
but this was invariably quickly replaced by 
a spirited degree of cooperativeness that in 
many cases suggested a compulsive eager- 
ness to communicate, 


OBSERVATIONS 


1. Danger, Hardship and Cold. Danger, 
hardship, or the direct effects of cold did 
not represent important stresses. Indeed, the 
absence of much hardship and danger, and 
the relative luxury of living conditions, were 
sources of considerable disappointment and 
disillusionment for many of the younger 
and more romantically inclined members. 

2. The Main Stresses. The major stresses 
appeared to be: (a) The problem of indi- 
vidual adjustment to the group, (b) the 
relative “sameness” of the milieu, and (c) 
the absence of many accustomed sources 
of emotional gratification. Undoubtedly, it 
was the interaction of these stresses that 
produced the effects observed : but, in the 
production of a given effect, one of these 
classes of stress might be more determinant 
than another. 

3. Hostility. We were impressed by the 
relative absence of overtly expressed hostil- 
ity. At most of the smaller stations visited, 
fights and angry arguments were remark- 
ably rare, considering the conditions of 
living described above. Group and indi- 
vidual tensions and irritations are ever pres- 
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ent, but the most important lesson a win- 
tering-over man learns is that he cannot 
afford to alienate the group ; that in this 
tight little society he is dependent in large 
measure upon the goodwill of the next 
man and of the group as a whole for his 
vital feelings of security, worth and ac- 
ceptance. 

4. Headaches. Probably related to this 
phenomenon of controlled aggression was 
the rather extraordinary frequency of head- 
aches, since it is generally assumed that 
there is often a relationship between “inade- 
quately” expressed hostility and the occur- 
rence of headaches, and since no primarily 
physical cause could be ascribed. It was 
interesting that these headaches seemed to 
affect the officer-civilian group more than 
the enlisted contingent. The enlisted men 
had various ways, acceptable to the group, 
for expressing their hostile-tensions, for ex- 
ample: vigorous horseplay; loud com- 
plaining without too much rancor ; swear- 
ing; and an interesting technique of ex- 
changing insults, often quite personal and 
to the point, but rarely reacted to with 
much, if any, anger, as if there were a tacit 
mutual recognition of the function of the 
exchange. The more sophisticated officer- 
scientist group were both more limited in 
the effective techniques available and were 
perhaps under a greater self-imposed neces- 
sity for careful control of their aggression ; 
hence their preponderance for headaches. 

5. Insomnia. Varying degrees of sleep- 
lessness was a fairly wide-spread phenome- 
non, but confined almost exclusively to 
the dark winter season, rather than to the 
summer period of 24 hour brightness. It 
affected men who had never before had 
difficulty in sleeping. At one small New 
Zealand Station, everyone in camp was a 


member of the “Big Eye” Club. The only . 
qualification for membership was insomnia. 


The rules of the club were simple. You were 
expected to retire, but if efforts to sleep 
were unsuccessful, you could then join the 
club session in the common room, sitting 
about reading, chatting, playing cards until 
you felt sufficiently tired to try the sack 
again. The causes of the “Big Eye” (the 
term widely used in the Antarctic for the 
insomnia problem) are not entirely clear, 
but seem related to such factors as the ac- 


cumulation of group and personal tensions, 
the reduced physical activity of the dark 
winter period, and group suggestibility. 
Some men commented that although they 
felt tired, even exhausted, at the same time 
they felt restless and unrelaxed when they 
endeavored to find sleep. Several research- 
ers(1,2) have observed that a more or less 
intense desire for stimuli and action is an 
effect of the experimental isolation experi- 
ence. Perhaps a conflict between a desire 
to sleep and a need for action has some 
bearing on the “Big Eye” problem. 

6. Intellectual Inertia. There was a curi- 
ous and widespread lack of intellectual en- 
ergy which was manifested most severely 
during the months of winter, i.e., after sev- 
eral months of isolation. The majority of 
personnel had come to the Antarctic plan- 
ning to carry out certain “extra-curricular” 
projects. The intention might be to learn a 
language, do some “serious” reading, ac- 
complish batches of correspondence courses, 
write articles, learn to play a musical in- 
strument, etc. Rarely were the original plans 
realized ; and, in the majority of instances, 
although there was plenty of time avail- 
able, very little was done in the direction of 
even making a good start on the project. Al- 
though reading was a fairly widespread 
spare time occupation, usually the class of 
reading done was of a “lower” order than 
that characteristic of the individual’s usual 
interests and taste. 

7. Impaired Memory and Concentration. 
Akin to the phenomenon of intellectual in- 
ertia was the finding of impaired memory, 
alertness and concentration. This was again 
manifested most obviously during the win- 
ter. Many were not appreciably affected, 
but at one isolated station this impairment 
of memory and mental acuity affected about 
one-third of the camp in varying degree, 
from unwonted absentmindedness to the 
occurrence of mild fugue states. Impair- 
ment of mental acuity and the capacity for 
sustained mental effort has been noted by 
many observers in isolation experiments in 
the laboratory(1, 2). It is probable that the 
intellectual anergia and impaired alertness 
reported here bear some relationship to the 
factor of prolonged exposure to “sameness” 
—the same few faces and personalities, the 
same 'imited physical milieu, the same rela- 
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tively simple routine of life—plus a long 
period of limited physical activity and mo- 
bility ; or, in short, the effect of the reduc- 
tion in the amount and variety of meaning- 
ful sensory stimulation over a prolonged 
period of time. 

8. Appetite. As might be expected, “oral” 
needs were enhanced, presumably because 
of tensions that could not be readily ex- 
pressed, and because of the absence of 
other basic gratifications. Appetite and con- 
sumption were enormous, and weight gains 
of 20 or 30 pounds during the year were 
not unusual. When the cook was adequate 
to the challenge, his prestige was of course 
enormous. 

9. Sexual. It is axiomatic that no area of 
human functioning is more subject to dis- 
torted reporting, exaggeration, suppression 
and repression than the area of sex, and 
the following observations are based, of 
course, largely on what we were told by 
the men. However, it appears that these 
generalizations may have some validity. 
Isolation from women was not, in itself, a 
serious problem ; or, more accurately, was 
not a matter of conscious yearning, erotic 
or otherwise, except pehaps for a very few 
individuals very early and very late in the 
year, or in a few instances during periods 
of personal emotional stress. With respect to 
sex dreams, nocturnal emissions and mas- 
turbatory activity, the following impres- 
sions were gained : (a) There was a slight 
general tendency to increased frequency ; 
(b) this increased frequency was more ap- 
parent during periods of relative inactivity 
and personal emotional stress, and towards 
the end of the tour (the question of re- 
awakened fantasies). With respect to evi- 
dences of inversion trends, there were no 
indications of any overt homosexual prac- 
tices, scandal, or gossip, although, as might 
be expected, there were indications here 
and there of mild covert manifestations 
throughout the group. For one thing, pri- 
vacy was at a premium. But, perhaps more 
importantly, the “risk” to the vital need for 
group acceptance was too great. 

10. The Absence of Usual Sources of 
Emotional Gratification. For the group as a 


whole, nostalgia was not a problem, as a 
felt experience ; and separation from home, 
wife, family, and familiar situations of the 
man’s personal “civilization” was rarely a 
subject of any serious continuing preoccu- 
pation. However, most agreed that the ab- 
sence of these supportive influences in- 
creased the burden of their adaptation. As 
already indicated, the evidence suggested 
that sexuality was repressed and substitu- 
tive oral satisfactions were ascendent. On 
the other hand, for a few men it was 
obvious that separation from home, wife, 
children, and family responsibility, meant 
for them the substraction of an element of 
stress in their personal adjustment. 

11. “Long-Term” Effects of the Experi- 
ence. A few “old salts” and a few scientists 
who had previous isolation experience felt 
that they had experienced no great changes 
within themselves. However, the majority 
felt that something good had happened to 
them that they hoped and believed would 
endure. This was expressed in various ways, 
as for example, more self-discipline, greater 
adaptability, more tolerance, more patience, 
more understanding of self, and more un- 
derstanding of the other man. However, not 
one man interviewed was unambiguously 
desirous of repeating the experience. 


SUMMARY AND CONCLUSIONS 


Some psychological effects of isolated 
group living in the Antarctic are described. 
It would appear that the cold, danger, and 
hardship are not major stresses. The most 
important psychological stresses appear to 
be: First, the problem of individual ad- 
justment to the group; second, and more 
subtly acting, the relative “sameness” of 
the milieu ; and third, the absence of cer- 
tain accustomed sources of emotional satis- 
faction. 
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In the process of conducting a survey of 
institutionalized aged persons for the Office 
of the Consultant on Services for the Aged,’ 
it became evident that the problem of men- 
tal disorder in this population was related 
to organic brain damage. For this reason, it 
was considered desirable to develop brief, 
objective, and quantitative measures of 
mental functioning related to cerebral im- 
pairment. The purpose of this paper is: 
1. To describe the procedures that were 
utilized, 2. To explain their rationale, 3. To 
show the results obtained to date, with par- 
ticular reference to their validity, and 4. To 
indicate the potential further usefulness of 
these procedures. 


METHOD 


Two psychological tests were used in this 
study, the mental status questionnaire 
(MSQ) and the face-hand test. 

The Mental Status Questionnaire : This 
consisted of a series of 31 questions cover- 
ing such areas as orientation, memory, cal- 
culation, and general and personal informa- 
tion. These questions were drawn partly 
from standard mental status examination 
procedures, and partly from recent special 
investigations of patterns of altered be- 
havior with cerebral dysfunction(1). 


1 Presented at Downstate Ini<:hospital Conference, 
New York State Department of Mental Hygiene, 
March 29, 1960. 

2 Respectively, Research Psychologist, Consultant, 
Research Psychologist and Research Psychiatrist, Office 
of Consultant on Services for the Aged, Queens Vil- 
lage 27, N. Y. 

3 Sampling procedures for the survey were planned 
and supervised by Julius A. Jahn, Ph.D. Research ac- 
tivities were coordinated by Helen Turner, M.S., with 
the assistance of Syra Cohen, B.S. The psychiatric 
examinations were done by Kenneth Altshuler, M.D., 
Morton Aronson, M.D., Martin Barad, M.D., Arthur 
Peck, M.D., Vincent Squilla, M.D., and Robert Sha- 
piro, M.D. Physical examinations were made by and 
under the direction of Isadore E. Gerber, M.D. The 
epidemiological aspects of the study were coordinated 
by Israel Gitlitz, M.D. We are grateful to the hos- 
pitals and the homes who participated in our survey 
and who made our studies possible. 
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From the total questionnaire, 10 items 
were selected as the most discriminating 
and used for the quantitative determination 
of mental status. These items were: 1. 
What is the name of this place ? 2. Where 
is it located (address) ? 3. What is today’s 
date ? 4. What is the month now ? 5. What 
is the year ? 6. How old are you ? 7. When 
were you born (month) ? 8. When were 
you born (year) ? 9. Who is the president 
of the United States? 10. Who was the 
president before him ? 

While these questions themselves are 
familiar enough, our procedure insured that 
the same questions, worded in the identical 
fashion, would be asked of everybody. Sec- 
ondly, by obtaining a score based on the 
number of errors in response to these 10. 
questions, a quantitative index of mental 
functioning was provided. 

The Face-Hand Test : This test was first 
described by Fink, Green and Bender(2) 
as a diagnostic procedure for brain damage. 
The test consists of touching the patient 
simultaneously on the cheek and on the 
dorsum of the hand, and asking him to in- 
dicate where he was touched. Ten trials 
are given: 8 face-hand combinations di- 
vided between 4 contralateral (e.g., right 
cheek and left hand) and 4 ipsilateral (e.g., 
right cheek and right hand) stimuli, and 2 
interspersed symmetric combinations of 
face-face and hand-hand. After the second 
trial, if the patient only reports one stimu- 
lus, he is asked, “Were you touched any- 
place else ?” in order to give him the con- 
cept of twoness. If the patient fails con- 
sistently to locate both stimuli correctly 
within the 10 trials, he is classed as positive. 
The main types of errors are extinction, in 
which only 1 stimulus is indicated (almost 
always the face), and displacement, in 
which 2 stimuli are indicated but 1 of them, 
generally the hand stimulus, is displaced to 
another part of the body (e.g., if the person 
indicates both cheeks when the face and 
hand were actually touched). A patient is 
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rated negative if he is consistently correct 
within the 10 trials. Frequently he makes 
an error on the first 4 trials, but is con- 
sistently correct after perceiving the 2 sym- 
metric stimuli. 

The face-hand test was first given with 
the eyes closed and then, if the individual 
showed a positive reaction, was repeated 
with the eyes open. Since it was found that 
in about 90% of the cases the response under 
the two conditions was identical, the re- 
sponse with eyes open has been used in our 
analysis of data. 

The face-hand test was considered a de- 
sirable procedure for this survey, not only 
because of its established value as a test for 
cerebral dysfunction, but also because it is 
relatively “culture free,” being an unlearned 
perceptual task. It has the further advan- 
tage of being usable with patients who 
don’t speak English very well or present 
some other problem in verbal communica- 
tion. 


POPULATION 
The population sampled consisted of 


1,077 patients residing in homes for the 
aged, nursing homes and state mental hos- 
pitals located in New York City. The indi- 
viduals included were those who were 65 
years of age or over at the time of first ad- 
mission to the institution, and in residence 
as of a given month during the survey 
period of March to November, 1958. 

Both the institutions chosen for study 
and the persons tested within each institu- 
tion were selected by random sampling. All 
3 state hospitals in New York City were 
sampled, with a total of 169 patients ex- 
amined. Of the 102 proprietary nursing 
homes registered by the Department of 
Hospitals in January, 1956, samples were 
drawn from 13 and 426 persons examined. 
Nine of the 49 homes for the aged listed by 
the Community Council of New York City 
in 1957 were sampled, with 482 residents 
examined. 


PSYCHIATRIC EXAMINATION 


Each person was also examined by a psy- 
chiatrist within a 1 month period of the 
psychological examination. The psychiatrist, 
on the basis of a conventional psychiatric 
interview, assessed each person for the 


presence and degree of chronic brain syn- 
drome, the presence or absence of psy- 
chosis associated with chronic brain syn- 
drome, the presence of other types of 
psychiatric disorders, the degree of manage- 
ment problem, and whether or not the 
person was certifiable. 


RESULTS 


1. Chronic Brain Syndrome. There was a 
marked relationship between the psychi- 
atrists’ evaluations of the presence and 
degree of chronic brain syndrome and the 
results of the two psychological procedures.* 
Ninety-four percent of those making no 
MSQ errors were rated as having none or 
mild chronic brain syndrome. In contrast, of 
those with 10 MSQ errors, only 5% were 
rated as none or mild, and 95% were con- 
sidered to have moderate or severe CBS. Be- 
tween these two extremes there was a linear 
progression, with increasing number of er- 
rors associated with more severe CBS rating. 

The results are similar for the face-hand 
test. Seventy percent of those negative on 
this test were rated as none or mild CBS ; a 
similar rating was given to only 27% of those 
who were positive. 

2. CBS with Psychosis and Certifiability. 
There was a relationship between the psy- 
chiatrists’ ratings of psychosis in associa- 
tion with CBS and of certifiability to the 
psychological tests. Of those making no 
MSQ errors only 3% were rated as CBS 
with psychosis, in contrast to 75% of those 
making ten errors. 

The certifiability ratings follow the same 
pattern, with 5% of those with no errors eval- 
uated as certifiable, with a gradual increase 
with increasing error scores until of those 
with 10 errors 89% were so rated. 

A similar relationship was shown with the 
face-hand data. Of those who were negative 
on this procedure, only 13% were rated as 
CBS with psychosis and 21% as certifiable. 
Of the patients who had positive face-hand 
responses, 50% were considered to have CBS 
with psychosis and 65% certifiable. 

3. Management Problem. In their evalua- 
tions, the psychiatrists included a rating of 
degree of management problem, none, mild, 
moderate or severe. Although a large ma- 


4Tables and further data may be obtained from 
the authors on request. 
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jority of the patients were rated as none 
or mild, a relationship was still noted be- 
tween the MSQ and face-hand test results 
to the management rating. Of those pa- 
tients with no MSQ errors, 94% were rated 
as none or mild management problems. 
This figure declines with increasing error 
score, until with a maximum of 10 errors 
only 52% were so rated, with 48% con- 
sidered to be moderate or severe problems. 
On the face-hand test, 67% of those with 
positive response were rated as no or mild 
management problems, compared to 83% 
of those with negative results. 


Discussion 


These results have shown that the mental 
status questionnaire and the face-hand test 
are highly related to psychiatrists’ evalua- 
tions of the presence and degree of chronic 
brain syndrome, the presence of psychosis 
associated with chronic brain syndrome, the 
certifiability status of the patient, and the 
degree of management problem. 

In a sense, these results establish the 
validity of the psychological procedures as 
measures of mental status, using the psy- 
chiatrists’ ratings as the validating criteria. 
But it is necessary to keep in mind that the 
psychiatrists’ ratings are more subjective, 
and with considerable variation in the 
ratings of different psychiatrists examin- 
ing similar populations. The 2 psychological 
procedures, in contrast, provide an objective 
basis for uniformity of observation and eval- 
uation by different observers. 

While there is no doubt that other ob- 
jective or standardized tests could be 
adapted or devised which would also be 
correlated with psychiatric evaluations, the 
MSQ and face-hand test have the advantage 
of requiring little time for administration. 
The brevity and objectivity of these tests 
also make them desirable procedures for 
rapid clinical screening and for research 
purposes. For example, we have already re- 
ported a relationship between physical 
functional status and mental status, using 
either the face-hand test or the MSQ as 
the index of mental functioning(3). In 
another investigation under way of prog- 
nostic factors in the institutionalized aged, 
it has been found that performance on both 
of these procedures is significantly cor- 


related with mortality within a 1 year fol- 
low-up period. 

We would also like to point out certain 
limitations of these procedures. They are 
most useful for eliciting mental change 
associated with chronic brain syndrome, but 
are very limited in picking up other kinds 
of psychiatric disorders. Secondly, the tests 
measure the behavioral pattern at the time 
of testing and thus may fail to show im- 
pairment in patients with fluctuating mental 
status. 

SUMMARY AND CONCLUSIONS 

1. Data are presented on a random sample 
of 1,077 persons residing in homes for the 
aged, nursing homes and state hospitals in 
New York City, who were 65 years of age or 
over at the time of first admission. Each 
person was examined by a psychiatrist using 
a standard interview technique, and by a 
psychologist who administered two brief 
tests: the face-hand test, and a 10-item 
questionnaire testing orientation and recall 
of personal and general information. 

2. The results of both tests were highly 
related to psychiatrists’ clinical evaluations 
of the presence and degree of chronic brain 
syndrome, the presence or absence of psy- 
chosis associated with chronic brain syn- 
drome, opinion as to certifiability, and de- 
gree of management problem. 

3. It is concluded that the face-hand test 
and the mental status questionnaire are 
valid measures for the determination of 
mental status in the aged, particularly for 
disorders associated with cerebral damage. 

4. These tests are considered to have a 
considerable potential clinical usefulness 
for rapid screening purposes. They provide 
an objective basis for uniformity of observa- 
tion and evaluation by different observers. 
The brevity and objectivity of these tests 
make them desirable procedures for re- 
search purposes. 
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Ever since that forgotten day, probably 
in the Old Stone Age, when some sick or 
injured friend was made comfortable, fed 
and protected while he recovered, the prac- 
tice of nursing has attracted attention. It 
has grown from a simple individualistic en- 
deavor into a highly complex and technical 
profession. With the revolutionary changes 
in mental hospital practice in the last 
decade or two, much more is being ex- 
pected of nursing than ever before. Fur- 
thermore, despite a substantial increase in 
nursing personnel in the last 10 years, most 
of our mental hospitals are still far below 
the minimum standards of the American 
Psychiatric Association( 10, 13). It is evident 
that we do not now have, and will not have 
in the discernable future, enough people in 
our hospitals to do our job properly, if 
traditional methods and practices continue. 
It is imperative, therefore, that we utilize 
the personnel we have much more fully 
and efficiently than we have been doing. It 
is because of a conviction that administra- 
tive organization and practices can contri- 
bute to this end that this paper is being 
presented. 


THE NATURE AND PURPOSE OF 
ADMINISTRATION 


To some professional persons, administra- 
tion is viewed as something apart from pro- 
fessional practice, something a little less 
worthy of one’s time and attention, some- 
thing to rebel against and resist(3). This 
should not be. Administration properly un- 
derstood, is an extension of our professional 
arms. It has been defined as “the integrat- 
ing factor in group effort,”(4) as “the mar- 
shalling of resources to accomplish a pur- 
pose”(1). With special application to 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., May 
9-13, 1960. 

2 Superintendent, Arkansas State Hospital, Little 
Rock, Arkansas. 

3 Chief, Nursing Service, Consolidated Veterans Ad- 
ministration Hospital, North Little Rock Division, 
Little Rock, Arkansas. 


nursing service, it could be described as “a 
co-ordinated system of activities which pro- 
vides all facilities necessary for the render- 
ing of nursing care to patients”(1). With 
the modern American genius for division of 
labor and for organization, it is not sur- 
prising that in recent years a vast amount 
of time and attention has been spent on 
the problem of administration. 

A recent report, in speaking of hospital 
administration, states that it 


Demands a recognition of the human element 
and an awareness and appreciation of the at- 
titudes, motivations and incentives in other 
people . . . a leadership skill in persuasion and 
adjustment which maintains control while per- 
mitting and encouraging individual expression 
and participation (4). 


This description is not peculiar to the hos- 
pital administrator but applies with equal 
force to the nursing administrator. The 
nurse, by virtue of her position, is in be- 
tween the patient, the physician, the public 
and other personnel and must perform 
many functions with an independent skill 
on demand by others who set the time and 
place and indicate the objectives. 

It has been said that the philosophy and 
practices in any mental hospital reflect the 
personality and attitude of the superintend- 
ent. The selection, indoctrination and train- 
ing of the staff and key personnel give the 
superintendent the opportunity to build an 
organization sympathetic toward his own 
ideas(3). However, the day of the “one man 
show” is rapidly disappearing. The adminis- 
trator must still make the decisions, but 
modern concepts have made it important 
for all personnel to have an opportunity to 
participate in the formulation and state- 
ment of the philosophy, objectives and 
standard practices, and to advise on execu- 
tion and action. 

The Superintendent of Nurses in turn 
sets the climate through which nursing per- 
sonnel will either be “people-centered” or 


will be “self-centered.” The methods used in 
329 


d 
? 
f 
2! 
Gre 
is 
43 


330 


NURSING SERVICE ADMINISTRATION IN HOSPITALS 


October 


getting things done through people are the 
responsibility of the Superintendent of 
Nurses. In the process of organizing, the 
contribution of each member is properly 
identified and defined in terms of func- 
tions(5, 7,8). Organizational planning is 
a distinct component of management, 
but once accomplished should not be 
regarded as fixed or final. If we stay 
“people-minded,” new responsibility, chang- 
ing work loads and new therapeutic 
programs in medicine have implications 
for nursing which may affect even the 
basic organizational structure. No amount 
of budget, additional equipment and sup- 
plies, procedural changes or personnel can 
completely offset faulty organization. 

The administrator of nursing service must 
have faith and confidence in the nursing 
personnel through whose development nurs- 
ing will improve(9). Problems are solved 
through consultation with the workers con- 
cerned rather than by the issuance of man- 
dates. The persons to be affected are given 
the opportunity to participate in formulat- 
ing plans. This technique facilitates change, 
has a maturing effect on human relations 
and is a motivating influence for all person- 
nel toward an efficient and enthusiastic 
accomplishment of their jobs. 

The nurse administrator must be willing 
and able to delegate authority to the appro- 
priate level, to grant the right to plan and 
act without interference. This does not 
mean giving up control. Controlling is made 
up of two elements, organizational struc- 
ture and supervision. Controlling requires 
good supervision but not necessarily cen- 
tralization of authority. It most certainly 
requires proper delegation of authority and 
assignment of responsibility. It includes 
sound organization structure ; which makes 
it possible for groups to work together as 
effectively as the individuals would work 
alone. 

To restructure the administrative organ- 
ization from the traditional to the creative 
and permissive type requires time, toler- 
ance and confidence. It requires remotiva- 
tion, re-emphasis of individual values and 
continuous review of present day philoso- 
phies of patient care. 

In building this democratic organization, 
the administrator has the responsibility of 


interpreting this plan so as to make it pos- 
sible for each to play his role in implement- 
ing the plan. A democratically run structure 
does not mean a structure without leader- 
ship. The following expresses this point 


Leadership need not be authoritarian. A leader 
can assist in defining goals without categorical- 
ly imposing them ; he can discuss alternative 
methods of proceedings without ordering 
them ; he can encourage spontaneity and in- 
dividual difference without fostering anarchy ; 
he can give support and approval without 
creating dependency (2). 


NURSING SERVICE ADMINISTRATION 
A PART OF THE WHOLE 


Nursing service does not function in a 
vacuum but is an integrated part of the 
whole hospital program. Nursing is a part 
of medical care and the nursing care goals 
must be in line with other medical goals 
for patients. However, effective care of pa- 
tients also requires cross communication, 
planning and co-ordination with other hos- 
pital departments, such as: supply, engi- 
neering, personnel, housekeeping, registrar. 
The nurse administrator is a part of man- 
agement and participates in setting philoso- 
phy and objectives. She projects needs for 
adequate budget for personnel, supplies and 
equipment. She anticipates needs in the ex- 
pansion of service. She is responsible for 
evaluating the program and reducing and 
controlling costs accordingly. She may be a 
member of a co-ordinating committee 
which plans and co-ordinates hospital ac- 
tivities(1, 2,3). 

Today a large portion of the patients are 
on full or partial privileges and our program 
of activities is a complex and ever-changing 
problem. Nursing service is concerned with 
the patient 24 hours a day and of necessity 
must co-ordinate its activities with those of 
the medical staff, physical medical rehabili- 
tation personnel, special service personnel 
and others, all demanding the time of the 
patient. Unless careful planning is done by 
the co-ordinating committee, the patient 
may find himself moving about solely for 
the convenience of personnel (6, 11, 12). 

The National Joint Commission for 
the Improvement of Patient Care has 
recommended that hospitals set up patient 
care committees, to be composed of mem- 
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bers of medical staff, nursing staff and hos- 
pital administration. Equally important is 
representation from dietary, admitting, so- 
cial service. These and other departments 
may not always be regular members but 
should be invited to attend when matters 
are discussed that concern their depart- 
ments. 

Following this same pattern, nursing 
service may organize a Nursing Care Com- 
mittee which functions similarly to the Pa- 
tient Care Committee to bring the planning 
directly to the personnel on the nursing 
unit and thé patients themselves. The mem- 
bership would include assistant directors, 
supervisors, head nurses, staff nurses, practi- 
cal nurses, nursing assistants and/or hos- 
pital aides. Here again, representatives from 
other departments may be invited to par- 
ticipate as related problems arise, such as 
medical, dietary, social service, psychology. 

Another important committee in a well 
organized nursing service is a Staff De- 
velopment Committee, in which the leader- 
ship comes from the Director of Nursing 
Education. Here again the membership is 
representative of all organizational levels, 
giving them a part in planning for in-service 
needs for their specific levels. This is an ex- 
ample of the principle that when personnel 
have a part in problem solving and policy 
making, they will be more willing to carry 
out plans. 

We strongly believe that while nursing 
service and nursing education may be sepa- 
rate departments, they should operate un- 
der the leadership of the Director of Nurs- 
ing. In this way the programs in nursing 
education are geared to meet the needs of 
nursing service personnel so that they may 


in turn meet the needs of patients(3). 


PEOPLE CENTERED SUPERVISION 


An essential adjunct to management of 
nursing service is an organized program of 
supervision. It sets lines of authority, points 
ways to delegation of authority and gives 
everyone a specific place in the organization 
with each employee having one immediate 
supervisor. An organization chart is essen- 
tial. Because changes take place and ac- 
cumulate, periodic re-examination of a de- 
partment’s operations are important. The 
organizational chart can also be helpful to 


nursing service personnel to discover how 
their efforts are related to the work of per- 
sons in other departments. The nursing staff 
needs to develop a comprehensive percep- 
tion of the hospital’s operation(3). 

The organizational plan is also the key 
that opens the way to the delegation of 
authority all down the line to the immediate 
supervisor of each employee. Here we learn 
to whom and for whom we are responsible. 
As we move more and more toward de- 
centralization of authority, we must select 
people carefully for designated positions 
and permit them to carry out their functions 
with little interference within a control sys- 
tem. This points to the importance of the 
selection of the right person for the right 
place. Here administrative skill becomes an 
art in which we meet the nurses’ needs, and 
motivate the nurses to meet patient needs. 
Placement of a nurse in a specific job for 
which she is suited and helping her grow 
is an important device in stabilization and 
retention of nurses for psychiatric hospitals. 


COMMUNICATION 


Effective communication involves more 
than words ; machinery must be set up for 
getting communications up, down and 
across. This includes keeping informal, as 
well as formal, channels open and func- 
tioning. There is a need to build adequate 
follow-up machinery, to shepherd informa- 
tion through to the final step. The feed-back 
received from communication determines 
the effectiveness of the communication ef- 
forts. Some of the factors in an organization 
affecting communication are: first, the 
choice of media, such as, word of mouth, 
bulletins, house organs, memoranda ; sec- 
ond, timing; and, third, the relationship 
between the sender and receiver in terms of 
status, position, etc.(1, 2, 3,6). 

The greatest factor in communication, 
however, is the human element. An under- 
standing of the basic process of interaction 
between individuals is essential for effective 
communication. 

People come from different backgrounds 
with different value systems and beliefs. 
The individual behaves in various ways de- 
pending on how he feels about his place in 
the organization. If he has had a voice in 
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making decisions, he accepts information 
and orders more readily. 


THE PLACE OF THE PROFESSIONAL NURSE 


The professional nurse is responsible for 
the nursing care of patients. This is un- 
alterable, fundamental and permits no ex- 
ceptions. This is required by the Joint Com- 
mission on Accreditation of Hospitals, by 
the American Psychiatric Association and 
by the Veterans Administration(§8, 11, 12). 
Since the professional nurses constitute only 
a small percentage of total nursing service 
personnel, most of the day-to-day care is 
rendered by practical nurses, technicians, 
aides, nursing assistants and attendants. Be- 
cause of the greater depth and scope of her 
education the nurse is prepared to accept 
the responsibility of total care. Every pro- 
fessional nurse in the mental hospital must 
function as a supervisor no matter what 
her rank or title. There is no one else in 
the whole psychiatric setting who is in such 
a position for co-ordinating all the efforts 
of various disciplines to meet the needs of 
the patient. 

It is more important today than ever be- 
fore for the nurse to be able to carry on 
intelligent and successful liaison between 
the patients and the various disciplines who 
have responsibility in their care. It is the 
professional nurse, the leader of the nursing 
team, who more than any other person 
creates the atmosphere of patient care. 
Through her leadership the patient is re- 
spected as a person with individual needs ; 
she realizes the importance of maintaining 
the dignity of the patient. She also under- 
stands the psychological importance of the 
physical environment to the patient. 

Recently there is a changing attitude to- 
ward all the activities that rightly should be 
thought of as belonging to the professional 
nurse. She is an administrator, teacher, 
counselor, supervisor, and therapist. The re- 
sponsibilities of the professional nurse are 
both administrative and educational in 
nature, regardless of whether she is a super- 
visor, head nurse or staff nurse. 

Since it is impossible for the professional 
nurse to carry personally the entire ad- 
ministrative and teaching load in nursing 
service, the delegation of duties and re- 
sponsibilities to others becomes most im- 


portant. Responsibility for supervision is in- 
volved in all the professional nurse’s many 
duties ; the greatest of these is the super- 
vision of the non-professional worker. Plans 
may be carefully made with allied services 
for the patient, orders well written, clear 
and up-to-date, duties delegated, and still 
nursing care has the tinge of custodial care. 
Good nursing is therefore dependent upon 
the professional nurse knowing her patients, 
the care they are receiving and its results. 


IN-SERVICE EDUCATION 


The nurse administrator’s greatest asset 
for improved nursing care is a dynamic and 
democratic in-service program. In-service 
education stimulates the growth of the 
nurse after she is on the job. The nurse has 
needs which are not met on a pre-service 
level as a student, or she has needs that 
are different from other hospitals in which 
she has worked, even as a psychiatric nurse. 
Perhaps the curriculum in her school was 
“What, When and How to Do,” instead of 
being based on broad, general principles 
and preparation that enables her to function 
as a professional nurse in whatever nursing 
situation she may find herself(3, 11, i2). 

The dynamic professional nurse will sur- 
vey the area she is responsible for and will 
seek guidance from her supervisor and per- 
sonnel in the nursing education department 
as to possible ways and means to improve 
nursing care. Usually this is accomplished 
in the following order: through nursing 
care plans, nursing care conferences and 
nursing care assignments. 

In a nursing care plan, the doctor, nurse 
and ward personnel identify the philosophy, 
objectives and goals that may be realistical- 
ly met for the patients for whom they are 
responsible. For example, the philosophy, 
objectives and goals for a geriatric ward 
would have a different emphasis from those 
of the acute and intensive treatment area. 

The nursing care conference does more 
than anything else in changing attitudes 
and feelings toward patients that have been 
in the hospital for many years. Emphasis is 
placed on present needs and behavior, not 
on what the patient was like ten years ago. 
This group planning for nursing goals for 
patients is the most effective way of getting 
ideas from the total group. 
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When the two preceding phases have 
been established with a positive approach 
the assignments in patient care become 
meaningful and purposeful and they are ac- 
cepted with interest and enthusiasm. When 
these three steps are implemented you find 
counseling, evaluations and ward adminis- 
tration improving far beyond your expecta- 
tions, as your whole program is people- 
centered. 


SUMMARY 


The present day concept in nursing serv- 
ice administration is to demonstrate admin- 
istrative functions that will provide thera- 
peutic and satisfying situations for patients 
and personnel. Administration is the man- 
agement or guidance of an organization for 
the most effective accomplishment of its 
stated goal. 


The goal of a nursing service organization is 
more specifically to give continuous care to the 
patients ; to recognize the physical, emotional 
and social needs of the patients ; to meet these 
needs insofar as possible ; to assist in restoring 
the patients to their optimum health status. In 
working toward this goal, nursing must main- 
tain itself internally by recognizing the needs 
of the individuals who make up a nursing serv- 
ice ; it must adapt itself to its environment, and 
working harmoniously with other services of 
the parent organization (9). 


Only through democratic administration 
can therapeutic and satisfying situations be 
created for both patients and personnel. 
Such administration recognizes the worth 
of each individual. When employees have a 
part in planning and when they feel re- 
spected and accepted, they derive more 
satisfaction from their work and are better 
able to respect and accept their patients and 
co-workers. 

Skillful delegation of administrative 
duties at all levels in nursing service is im- 
portant if the professional nurse is to be 
utilized effectively in improving the quality 
of nursing care in our psychiatric hospital. 

This paper has attempted to emphasize 
the concept of good management principles, 
in administering nursing services. If we are 
to accomplish our patient-centered goals, 
our administration must be people-centered. 
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DISCUSSION 


S. Hatt, M.D. (Columbia, 
S. C.).—Until recent years, relatively little 
study and research have been devoted to 
the science of organizations and administra- 
tion. It is gratifying to observe that this 
picture is rapidly changing. The School of 
Business Administration at Harvard Uni- 
versity, The School of Public Health and 
Administrative Medicine at Columbia Uni- 
versity and The Center for Programs in 
Government Administration at The Univer- 
sity of Chicago are only a few of the 
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fountainheads that are now busily engaged 
in exploring this new science. 

I would like to comment on the follow- 
ing quotation from the paper under discus- 
sion : 


Leadership need not be authoritarian. A leader 
can assist in defining goals without categorical- 
ly imposing them ; he can discuss alternative 
methods of proceedings without ordering 
them ; he can encourage spontaneity and in- 
dividual difference without fostering anarchy ; 
he can give support and approval without 
creating dependency. It is a role requiring a 
delicacy and an awareness of the social conse- 
quences of action but it is not an impossible 
role to play. 


The speaker is in agreement that this is 
the ideal to strive toward ; however, in most 
large mental hospitals of long standing, it is 
very difficult, if not almost impossible, to 
convert such institutions from custodial to 
active treatment centers unless authoritarian 
methods are utilized when necessary. This 
is so because, inasmuch as these institutions 
are staffed with what might be termed a 
hard corps of faithful employees who ren- 
dered diligent and faithful service during 
the custodial era, they frequently resist 
changes and innovations that are conducive 
toward the “treatment team” approach. In 
such cases, after the more genteel and 
democratic methods have failed it is neces- 
sary that staff administrative officials com- 
mand and enforce obedience and, even 
then, several years are usually required to 
accomplish the desired objective. 

It should be remembered that there is a 
strong tendency for so-called Line Personnel 
to become “non-therapeutically oriented.” 
These people become so involved in the 
sub-goals of the organization, such as, ward 
census figures, laundry count, supply requi- 
sitions, and housekeeping, that primary 
treatment goals are often relegated to “some 
other time” and, of course, in the usual busy 
ward this deferred period seldom, if ever, 
transpires. 

As you know, the Line Personnel actually 
operate the ward and it is very important 
that the so-called administrative or Staff 
Personnel recognize the aforementioned 
tendency because, as the authors of the 
paper under discussion state : 


It is the professional nurse, the leader of the 
nurse team, who, more than any other person, 
creates the atmosphere of patient care. 


Of interest in this connection are the re- 
search findings of Malcolm G. Gynther and 
Boris Gertz of the South Carolina State 
Hospital. Edwards Personal Preference 
Schedule scores were obtained by these re- 
searchers from 220 student nurses who were 
representative of South Carolina’s student 
nurses. Raters independently selected the 
best and worst nurses in terms of technical 
competence, dependability, initiative, atti- 
tude toward patients and colleagues as well 
as related factors. The authors of this re- 
search work state : 


Our results which suggest that student 
nurses are more concerned with orderliness and 
sticking to a job until it is finished and less in- 
terested in leadership and autonomy than their 
peers neither confirm nor disconfirm earlier 
work, as these variables have not been previ- 
ously investigated. However, these results, in 
conjunction with the nursing students’ tend- 
ency to feel more timid and inferior than other 
women their age, indicate that at least one 
motive for these girls entering the nursing pro- 
fession is an attempt to find a stable, well- 
structured situation in which they will be told 
what to do and in which they will not be ex- 
pected to show initiative or extroversive quali- 
ties. 

The special concern with orderliness, neat- 
ness, and careful planning of the “poor” nurses 
suggests that such nurses would feel particular- 
ly comfortable in custodially-oriented hospitals 
in which security and neatness of wards are 
considered more important than socialization 
with patients. 


This research work, if confirmed by other 
investigations, would suggest that nursing 
administration will have to devote more at- 
tention toward overcoming these natural 
tendencies and personality characteristics of 
nursing personnel. This is especially true if 
leadership capabilities on the ward level 
are to be enhanced. 

It is also well that the nursing adminis- 
trator keep in mind that the patient often 
views Line Personnel as “adversaries” be- 
cause nursing employees on the ward level 
are recognized as the prime movers in 
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bringing about restrictions of patient privi- 
leges. The nursing administrator should 
promulgate measures to lessen these inter- 
personal feelings in every possible way. 
Administration officials would do well to 
take cognizance of the fact that the profes- 
sional nurse, as well as the non-professional 
nursing employees, are frequently guided 
by and utilize to the fullest, an ambigious 
form of cerebration known as “common- 
sense thinking.” Although this nomer is any- 
thing but scientific, this form of rationaliza- 
tion is so universal that we need to know 
more about it. Much research is necessary 
here, as well as in the whole realm of ad- 
ministration and management of people. 
“Administration” has been described as a 


continual cycle of planning, organizing, 
marshalling of resources and controllership, 
with emphasis on the word “continual.” The 
nurse administrator should be judged in 
terms of the distance she progresses from 
“status quo” forward and up the rungs of 
the ladder to higher accomplishment. 

Slightly paraphrasing a statement made 
by the authors of this excellent paper, from 
personal experience your discussant would 
say that, to properly and effectively re- 
structure the administrative organization of 
a mental hospital from the traditional to the 
creative and permissive type requires a very 
long time, confirmed and unshaken confi- 
dence, together with ultra and extreme 
tolerance. 
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COMMUNITY PRESSURES AND A STATE HOSPITAL 
PROGRAM FOR CHILDREN ' 


JOSEPH J. REIDY, M.D.* 


Public mental hospital care for children 
has been inadequate. All of the reasons 
which account for poor quality of care 
of adults in some state hospitals apply as 
well to the care of children. In addition, it 
appears that the citizens, the public officials 
and even many professionals in the fields of 
psychiatry and of child welfare are less 
aware of the treatment needs of children 
than they are of adults. Because of this 
twofold lack of facilities and of knowledge, 
the state hospital system is likely to en- 
counter many obstacles when it attempts 
to provide inpatient psychiatric services for 
children. This paper draws upon the ex- 
perience of a recently opened facility in 
Maryland, the Esther Loring Richards 
Children’s Center, in providing short-term, 
intensive treatment for seriously disturbed 
pre-adolescents. It is an account of our 
experiences and success in providing care 
of a high quality, and of some of our diffi- 
culties. 

Institutional psychiatric treatment for 
children as distinguished from institutional 
care of children in orphanages, training 
schools and similar places is relatively new, 
and almost all the institutions which do 
give effective treatment have been admin- 
istered by private agencies. Institutions like 
The Bradley Hospital in Providence and 
the Southard School in Topeka, which 
opened in the 1930's, have had small popu- 
lations of 20 to 60 patients, and large staffs 
with a ratio of one or two adults to each 
child, and have been very expensive. The 
cost today of treating a child at one of 
these centers ranges from $20.00 to $30.00 
a day. 

A child who is not admitted to a private 
institution cannot receive adequate treat- 
ment in most states. In 1956 the Department 
of Public Welfare of Illinois, through the 
efforts of Dr. Raymond Robertson, pub- 


1 Read at the 116th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1960. 

2 Esther Loring Richards Children’s Center, Ow- 
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lished the “Report of Survey of State and 
Territorial Facilities and Programs for 
Mentally Ill and Emotionally Disturbed 
Children”(5). This report stated that al- 
most three-fourths of the states were hous- 
ing and treating children with the adult 
population of their state mental hospitals. 
Only 4 states had psychiatric wards for 
children. Although the Illinois survey stated 
that children constituted approximately 1% 
of the resident hospital population, it added 
that “the information at hand does not 
clearly indicate the number of children un- 
der care.” Although 10 states had made or 
were making surveys to estimate the total 
number of children needing public institu- 
tional care, the Illinois survey commented 
that “apparently little attention had been 
given to estimating the over-all need.” The 
conference in 1956 of the American Psy- 
chiatric Association and the American Aca- 
demy of Child Psychiatry on inpatient psy- 
chiatric treatment for children also reported 
that there were few public programs and 
there were no accurate and reliable studies 
of the needs for inpatient care for chil- 
dren(6). The publications of the 1960 
White House Conference on Children and 
Youth point out the same needs(8). 


PLANNING THE CENTER 


In 1956 Maryland also had no separate 
facilities for children in its public hospital 
system, although it had experimented brief- 
ly with a ward for 9 children in one of the 
state hospitals. In 1952 a study was pub- 
lished by the Baltimore Council of Social 
Agencies identifying 131 children in Mary- 
land who needed “closed” institutional 
care(1). This survey provided a basis for 
community and legislative action which re- 
sulted in the opening of the Esther Loring 
Richards Children’s Center in September 
1958. 

A few months before the opening of this 
Center, I came to Maryland as Director of 
Child Psychiatry of the Department of 
Mental Hygiene and as director of the new 
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center. It turned out that there were ad- 
vantages in one person having this double 
responsibility. The problems of beginning 
a particular treatment program and of form- 
ulating a state-wide policy were closely 
related. The success in treating children 
admitted to the Center was to depend in 
part upon what was done regarding the 
children who were not admitted. Almost 
every individual problem relating to loca- 
tion, construction, budget, staffing, rela- 
tionship with the community, treatment of 
the family, the “open” hospital setting has 
this double aspect. 

I will mention here briefly a few prob- 
lems which are extensively discussed else- 
where(6). There were, in my opinion, 
serious faults in the physical plant of the 
Ester Loring Richards Children’s Center. 
The planning for the physical aspects of 
such institutions is not a simple matter and 
must include careful consideration of size, 
functional design, construction materials, 
relationship to population centers, to trans- 
portation, to other hospitals, universities 
and medical schools. The director should 
be selected early enough to allow him to 
participate in the planning and he should 
have the right to choose his staff. 

In choosing staff as well as in submitting 
the operating budget there should be 
no compromise on quality of treatment. 
This applies, of course, to treatment for per- 
sons of any age, but it is often difficult to 
show departmental officials why so many 
people and so much money is needed to take 
care of children. My search for qualified 
persons at times involved refusal to accept 
job specifications and insistence that posi- 
tions be given higher classifications. It ap- 
peared that classification officers were ac- 
customed to consider the worth of an in- 
dividual in terms of the number of persons 
for whom he has nominal responsibility, 
rather than in terms of the quality of treat- 
ment he gives to those in his care. It ap- 
peared that some officials felt that a public 
program could be less expensive than a 
private program. These persons had to un- 
derstand that because trained professionals 
are few it is necessary to pay adequate 
salaries to keep them in state programs, and 
because these children need individual care 
large staffs are necessary. 


ADMISSION POLICY 


A decisive factor in any program is the 
admission policy. Some children can be 
helped in a few months, others will require 
years of care. There are children who are 
best treated in an open setting where they 
can have a relative freedom to move in and 
out of the community, a setting in which 
they can test their impulses against author- 
ity of adults, their relations to peers and 
the many other factors which comprise 
“reality.” Other children, fewer in number, 
need the protection and restraint of a closed 
setting. Age is a factor, and so there must 
be separate programs for the pre-school, 
pre-adolescent, and adolescent. Some chil- 
dren will need emergency care, or observa- 
tion for the purpose of diagnosis. Children 
who have severe physical illnesses or handi- 
caps will need the services of a general 
hospital. How can all of these children be 
cared for ? 

One approach is to admit to one pro- 
gram all children who cannot be cared for 
in the community. This serves only to re- 
move temporarily some burdens from the 
community. Depending on the design of a 
given facility, treatment programs may be 
instituted for two or three types of children, 
but not for all of them. Another approach 
is to build all the units simultaneously, so 
that each unit may receive only those pa- 
tients it is equipped to treat. This would 
provide good treatment but it might be 
difficult to persuade taxpayers and legisla- 
tors to build simultaneously all the units 
needed in a comprehensive program. An- 
other solution is to provide for all of these 
units in one large children’s hospital, and a 
few states are now planning such programs. 
Perhaps because of my experience in small 
treatment institutions I view with alarm the 
construction of children’s hospitals of two, 
three or four hundred beds. If treatment of 
these children is a team approach, depend- 
ing heavily on milieu therapy and psycho- 
therapy and very sparing in the use of 
physical methods of treatment, then there 
is only a limited number of children that 
each team can handle. I have often been 
asked what is the optimum number of chil- 
dren in any active treatment program. I can 
only answer that the director and each 
member of his treatment staff should know 
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intimately each child. If an institution is 
quite large, say 200 children, it must be 
divided into a number of smaller, distinct 
treatment units. I feel large hospitals for 
children will not be adequately staffed, 
that the children will not receive the close 
personal care they require. 

If a state begins with one program, the 
community must know that this program 
cannot treat all children. Some states have 
called their first treatment units “pilot pro- 
grams.” Some states anticipated the pres- 
sures to admit children and have provided 
in their laws that the control of admissions 
rests with the superintendent. In Maryland 
the commitment laws were not changed ; 
children can be sent to the institution by 
court order or by the certificates of two 
physicians. Except for age limit no criteria 
for admission were formulated when the 
community was asked to give its support 
to obtaining this facility. Before the insti- 
tution opened the persons in the state hos- 
pitals were not clear about what type of 
program was being provided and each per- 
son in the community saw the center as 
able to care for any child who could not 
remain in the community. A large number 
of children had been referred to the center. 
Some were in the adult mental hospitals, 
some in correctional institutions, others in 
their own homes or foster homes. They 
ranged from relatively mildly disturbed 
children to those with chronic, severe per- 
sonality disorders. It was clear from in- 
spection of the referral material that these 
children could not be treated in one pro- 
gram and it was also clear that several 
programs could not be carried on in the 
single building which would constitute the 
entire physical plant of the Center. 

With the help of professionals in the state 
hospital system and in the community, an 
admission policy was prepared and ap- 
proved by the Commissioner of Mental 
Hygiene. This policy defined the program 
as serving children under 14 who could be 
treated in a relatively short period of time 
in an open setting. It required an examina- 
tion of the child and interviews of his 
parents before admission and that the com- 
munity agency remain active throughout the 
child’s stay in the Center. 

The staff has little legal authority to con- 


trol admissions and there was opposition 
regarding the examination and evaluation 
of referred children. Some courts, physi- 
cians, and community agencies were ac- 
customed to send patients to the state 
hospitals without prior consultation with 
the hospitals, even though all of these hos- 
pitals had “pre-admission” clinics. In these 
circumstances the new Center would have 
quickly become a custodial institution. 
To this date the staff at the Center has 
not been forced to admit any child whom, 
in its judgment, it could not help. This 
success required considerable effort. The 
staff visited many clinics, courts and com- 
munity agencies. We explained the program 
to those persons dealing with mentally ill 
children, and attempted to convince them 
that in the long run no one would be 
helped if all problem children were ad- 
mitted to the Center. When an emergency 
arose, usually because a judge was insistent 
that a child be sent to the Center, I went 
immediately to the judge to discuss the 
problem. When we could not admit the 
child, and it appeared that he should be 
removed from the community, as Director 
of Child Psychiatry for the Department, I 
directed that the child be sent to one of 
the adult hospitals. I visit those hospitals 
regularly, examine every child admitted and 
help the staffs to plan for them. Some of 
the children should not be on wards with 
the adult patients and while such a resolu- 
tion of the crises has safeguarded the work 
of the Center it is neither good for the par- 
ticular child nor popular with the commu- 
nity agencies or the state hospital staffs. But 
again the role of Director of Child Psychi- 
atry is an asset, because I represent the 
Department on all the state-wide commit- 
tees dealing with disturbed children. I have 
been able to tell these committees of the 
limitations of the programs at the Center 
and at the state hospitals, and indicate the 
need for other programs. One result was 
that the Council of Social Agencies began 
a re-study of the needs of disturbed chil- 
dren. Recently the staffs of the training 
schools for delinquents have met with re- 
presenatives of the mental hospitals to plan 
for the treatment needs of adolescents. 
Many persons who initially criticized the 
Center for its “rigidity” now understand the 
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necessity for the staff to adhere to its admis- 
sion policies. If this was to be a short-term, 
open type of treatment Center it was neces- 
sary that it admit only the children who 
would benefit from this treatment, and the 
staff could decide only by examining those 
referred. When the judges and profession- 
als became aware that the Director of the 
Center had responsibilities for planning for 
all children who needed hospital care, and 
that the Department of Mental Hygiene 
was also trying to help those who could 
not be admitted to the Center, they were 
more cooperative. 

The questicn is often asked : “Why did 
you start with a short term, open program 
for pre-adolescents ?” Our answer has been 
that the turn-over of patients would be 
greater if we concentrated on those needing 
short term care (less than a year). In the 
pre-adolescent group there were few chil- 
dren who needed “closed” care. Parentheti- 
cally, it appears that it is seldom necessary 
to hospitalize a child for observation and 
diagnosis if the outpatient evaluation is 
thorough. We require accurate and com- 
plete referral reports and our examination 
includes psychiatric and psychological ex- 
amination of the child, one or more social 
service interviews with the parents, confer- 
ences with the referring agency, and often 
psychiatric and psychological examination 
of the parents. In only one instance did the 
staff feel that it was necessary to admit a 
child for observation, and two days of ob- 
servation were sufficient. It is difficult to 
treat children in a relatively small program 
if there are in the hospital children who 
have not been diagnosed and whose treat- 
ment needs are not known. 

The majority of cases are presented as 
emergencies, and in the beginning “emer- 
gencies” had to wait as long as 8 or 9 
months to be examined. The staff advised 
agencies that if a child could not remain 
in the community until our evaluation, he 
could be sent to the adult hospital. If 
we subtract the children who were trans- 
ferred to the hospitals from the correctional 
schools, surprisingly few pre-adolescents 
were sent to the adult hospitals. The staffs 
of these hospitals felt that few of the chil- 
dren committed to them were indeed emer- 
gencies. To my knowledge there has been 


little written on what constitutes a psy- 
chiatric emergency in pre-adolescent chil- 
dren. The dangers of suicide and homicide, 
the main reason for emergency hospitaliza- 
tion of adults, are, according to the litera- 
ture, rarely present in pre-adolescents. For 
many of these children the community had 
exhausted all its resources and the emer- 
gency was a placement problem rather than 
a safety measure. Some children with severe 
personality disorders make suicidal threats 
or gestures in order to control adults. Per- 
haps the findings of Goldberg and Robin- 
son regarding the handling of psychiatric 
emergencies in a psychiatric clinic are ap- 
plicable here(3). These authors studied 82 
cases that were given immediate service be- 
cause they were judged emergencies. They 
found that “all but 2 were not psychiatric 
emergencies and could have been handled 
in a routine fashion had clinic personnel 
adequately assessed family history and 
more fully explored the symptomatic pic- 
ture.” 


FAMILY-ORIENTED TREATMENT 


A basic part of the treatment at the 
Center is treatment of the family as well 
as the child. Persons in child guidance 
practice as well as in inpatient work affirm 
that the illness in the child bears some rela- 
tionship to the illness or maladjustment in 
other members of the family. If a child is 
to become well and remain well, his parents 
must receive help either in changing certain 
of their own patterns of living or in dealing 
with the child. Our family-oriented program 
is described in detail in another paper (4), 
but I wish to stress certain aspects of this 
program. If the child is to return to his 
family he should not be entirely separated 
from it while at the Center. The parents 
care for the child at home on weekends, and 
this provides them and their child with 
opportunities to build better family rela- 
tionships with the help of the Center and 
the community agency. The child does not 
feel totally rejected and abandoned by his 
parents, the parents do not forget about the 
child or his problems. They do not feel 
totally guilty about their failure or com- 
pletely inadequate as parents because they 
are thus given an opportunity to act as par- 
ents and to take responsibility for the im- 
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provement in their child. Some persons 
considered this procedure an unjustified de- 
parture from state hospital practice, and 
that it was adopted because of weekend 
staff shortage. These children were thought 
to be “too dangerous” to be allowed so much 
freedom. Such objections do not apply to a 
group of children selected because they 
can be treated in an open hospital setting. 

Parents have been enthusiastic about this 
program even though they often have to 
travel long distances each weekend. They 
accept responsibility and have been eager 
to make the child’s weekends pleasant. The 
child is not required to make a total adjust- 
ment to an institutional way of life and 
when he is discharged he does not have to 
make a completely new adjustment to life 
outside of the institution. The weekends 
provide material for the Center’s staff to 
use in treatment of the child and material 
for the community agency to use in treat- 
ment of the parents. 


THE CENTER AND THE COMMUNITY 
Because the state hospitals have been 


isolated from the community, the agencies 
referring patients to these hospitals have 
lost contact with their patients and have 
had to leave the total responsibility for 
treatment to the hospital. The hospital staff 
labors under great handicaps in providing 
a comprehensive treatment program which 
goes beyond the individual patient and 
reaches into the family and community. The 
Esther Loring Richards Children’s Center 
works in partnership with the community 
in the treatment of the child and his family, 
and discourages agencies from terminating 
their services when a child is admitted. The 
Center exists to provide necessary hospital 
care, and to effect enough improvement to 
enable the child to return to the community. 
He and his family may still need help and 
it is not practicable for the Center to 
attempt to provide services which should 
be available in the community. Bloch and 
Behrens, in their study of referrals for resi- 
dential treatment in New York State, high- 
lighted the absence of continuing respon- 
sibility for the care of these mentally ill 
children (2). It is the community, through 
its agencies and clinics, which should pro- 
vide this continuity of care and responsi- 


bility, using the inpatient treatment center 
as a specialized resource in their total pian. 

Because of the inadequacy of treatment 
facilities in many communities, there are 
pressures on the Center to accept children 
who could be helped in the community by 
psychiatric clinics, family agencies, special- 
ized school programs, foster care plans. 
When the staff of the Center, as a result 
of its examination has seen the need for 
treatment of the child in the community 
rather than removal of the child from the 
community, it has so recommended and 
declined to accept the child. In these same 
communities the Center has difficulty in 
finding agencies willing to assume the re- 
sponsibility for working out a treatment 
plan for the admitted child, for offering 
casework services to parents, for help in 
discharge planning and for followup after 
discharge. It would appear that the com- 
munity which has the most highly devel- 
oped facilities for non-instiiutional treat- 
ment of children will refer to the inpatient 
center only those children for whom in- 
patient care is the treatment of choice, and 
will, by their skillful cooperation with the 
center, render the treatment more effective. 
This was stated a good many years ago by 
Carl Rogers (7), and has held true in our 
experience. It is from those communities 
which lack adequate local services that we 
have received the greatest pressure to 
accept children who were not in need of 
institutional care. If all communities had 
reasonably adequate local services for 
neglected, dependent, delinquent and men- 
tally ill children, we might be able more 
easily to arrive at a valid estimate of the 
need for inpatient services. The danger, I 
believe, in estimating bed needs without 
taking into account the need for community 
services, is that we may provide too many 
beds and facilitate the community unload- 
ing its due share of responsibility on the 
state hospital system. Since we have not 
at this date an over supply of beds perhaps 
we can build wisely. 


CONCLUSION 


I have tried to show how a public hos- 
pital can give the high quality of care 
given by private residential centers. Except 
for our plan of having the child live with 
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his family each weekend, there are no new 
concepts of care but rather an application 
of those principles of modern psychiatric 
care which are well known and which have 
been practiced for years by well known hos- 
pitals and social agencies. There must be 
a determination to resist pressure from 
many sources and a willingness to work 
with community agencies. If such a pro- 
gram can surmount the initial difficulties it 
can demonstrate by its treatment results 
the effectiveness of its work. 


BIBLIOGRAPHY 

1. Baltimore Council of Social Agencies— 
131 Emotionally Disturbed Children and Re- 
sources for Their Care, December 1952. 

2. Bloch, D. A., and Behrens, M. L.: A 
Study of Children Referred for Residential 
Treatment in New York State. New York State 
Interdepartmental Health Resources Board, Al- 
bany, N. Y., 1958. 

3. Goldberg, S. and Robinson, J. A.: 


Anxiety Laden Situation Suggestive of Emer- 
gency Action. Reported in Research Relating to 
Children, Bull. #9, Aug. 1958, Feb. 1959. U. S. 
Govt. Printing Office, Washington 25, D. C., 
p. 98. 

4. Reidy, J. J.: An Approach to Family- 
Centered Treatment in a State Hospital. Paper 
presented at meeting of American Ortho- 
psychiatric Association, Chicago, Ill., Feb. 26, 
1960. 

5. Report of Survey of State and Territorial 
Facilities and Programs for Mentally Ill and 
Emotionally Disturbed Children. Department 
of Public Welfare, Springfield, Ill., 1956. 

6. Robinson, J. F. (ed.) : Inpatient Psy- 
chiatric Treatment for Children. Am. Psychi- 
atric Assn., 1958. 

7. Rogers, C. R.: The Clinical Treatment 
of the Problem Child. N. Y.: Houghton- 
Mifflin Co., 1959. 

8. The States Report on Children and 
Youth. Golden Anniversary White House Con- 
ference on Children and Youth, Inc., Washing- 
ton, D. C., 1960. 


= 

pee: 

Ts 
2 
ME, % 
4 
* 
. 
{ 
ey 


Succinylcholine chloride (SCC) is used 
in the convulsive therapies for the purpose 
of eliminating bone and muscle injuries. 
However, the optimal time for the ad- 
ministration of electric current following 
the intravenous injection of SCC is still 
controversial. EST has been administered 
from 10 to 65 plus seconds following the 
injection of SCC. As each worker attempts 
to give the grand mal at the time of maximal 
muscle relaxation, the marked variation in 
the time of giving such stimulation is due 
to a difference of opinion as to when this 
occurs. Murray(1), Holmberg and Thes- 
sleff(2), Impastato and Berg(3), Glover 
and Rosium(4) apply the GM_ stimulus 
from 10-20 seconds after the SCC injection, 
while Moss, et al(5), McDowell, et al(6), 
Price and Rogers(7), Richards and Young- 
man(8) and Alexander, et al(9), stimulate 
from 45 to 65 plus seconds after the SCC 
injection. 

The purpose of this study is to determine 
the optimal time or interim following the 
injection of SCC when the grand mal may 
be given. 


MATERIAL 


Twenty patients for whom EST was 
prescribed were selected at random: 11 
females, age range 19 to 60 and 9 males, 
age range 23 to 61. Among these were 16 
schizophrenics : 8 catatonic, 4 paranoid, 2 
hebephrenic and 2 mixed types. Of the rest, 
2 were involutional; 1 paranoid and 1 
melancholic ; 1 manic-depressive depressed 
and 1 psychotic due to alcohol. Physical 
conditions of all patients were grossly 
normal and none was a poor risk. 

EST was administered 3 times weekly 
and at each treatment recordings were 
made of: 1. The interim of time between 
the injection of SCC and the appearance 
of the circumoral fasciculation caused by 
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the SCC ; 2. The interim between the ap- 
pearance of the circumoral fasciculation 
and the administration of the grand mal 
stimulation; 3. The degree of muscle 
relaxation. The grand mal was given at 
various interims, each observation being 
recorded on consecutive treatment days. 
At the first treatment the grand mal was 
applied 5 seconds after the circumoral 
fasciculations were first seen and on 
subsequent treatments the interim was 
lengthened (see Fig. 1). In all patients 
atropine 1/75 gr. was administered I.M. % 
hour before each treatment. A standard 
dose of 15 mg. of SCC was used in all 
patients. No oxygen was used either before 
or after each treatment. No barbiturates 
were used. 


SCC CIRCULATION TIME 


After one works with SCC, even for a 
short time, it becomes obvious that the 
interim between the injection of SCC and 
the appearance of perioral fasciculations 
depends upon the circulation time. We 
recorded the circulation time of the SCC in 
all patients and found it constant for each 
of them. It varied from one patient to 
another, the average being 13+ 5 seconds. 

In all of these patients we also measured 
the arm to tongue circulation time with 
calcium gluconate and found it to be 1 to 
2 seconds less than the SCC circulation 
time. We mention this to point out the 
variability of the interim between the in- 
jection of the SCC and the appearance of 
perioral fasciculations and to urge that 
time measurements of the effect of SCC 
be made not from the beginning of the 
SCC injection but rather from the ap- 
pearance of the perioral tremors. This, we 
believe, is a fixed invariable point and 
determinations of interim periods starting 
from this point will yield more accurate 
results. We have done this in our work. 
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GRAND MAL STIMULATION AT VARYING 


FOLLOWING Scc PERIORAL FASCICULATIONS 
STANDARD AND Pm-Gm EST TECHNICS 
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METHODS OF EST APPLICATION 


Standard Technic: SCC was injected 
within 2-3 seconds and at 10-20-30-40 and 
50 seconds following the appearance of 
the perioral fasciculations the grand mal 
was given with the Molac II Alternating 
Current Machine in the “High” position 
(10). (For the purpose of our study the 
Molae II can be equated to any ordinary 
AC machine. ) 

PM-GM Technic : SCC in many patients 
causes unpleasant feelings of suffocation if 
the grand mal is not given soon enough. 
This undesirable effect occurs within a 
few seconds after the appearance of perioral 
tremors. To circumvent this the patient is 
either anesthetized with a barbiturate prior 
to the injection of the SCC or rendered un- 
conscious with a petit mal stimulation at 


the first sign of perioral fasciculations. This 
latter method is known as the PM-GM 
Technic( 11), described as follows : a small 
dose of SCC is quickly injected intra- 
venously. As soon as the perioral tremors are 
seen two petit mal stimuli are given in 
quick succession and followed 5 to 10 
seconds later by the grand mal. 

For our experiment we modified this 
technic as follows: SCC was injected 
within 2 to 3 seconds and as soon as 
perioral twitchings were seen 2 petit mals 
in quick succession were given with the 
Molac II machine in “Low” position (with 
the classic AC machines the petit mals may 
be given by setting the machine at 110 
volts at 0.1 seconds). Then, on successive 
treatments the grand mal was given with 
the Molac set in the “High” position after 
5-10-15-20-25-30-35-40-45-50-55-60-65-70-80- 
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90 seconds. The degree of muscle relaxation 

in both raethods was rated as follows : 

0 = No relaxation 

1 plus = 
siderable force required to un- 
bend the forearms. 

2 plus = Forearms flexed on arms, little 
force required to unbend the 
forearms. 

3 plus = Forearms not flexed. A very soft 
convulsion present. 

4 plus = Convulsion barely noticeable. 

The interim between the first appearance 
of the perioral fasciculation and the GM 
stimulation we have named the “waiting 

period.” In the Standard Technic, after a 

waiting period of 10 seconds, the degree 

of relaxation was 1 plus. Following a wait- 
ing period of 10 to 20 seconds relaxations 
were 2 plus. The waiting period between 

20 to 30 seconds induced further relaxation 

in most patients to 3 plus. In some patients, 

ratings of 4 plus were obtained. The degree 
of muscular relaxation observed after the 
waiting period of 30 to 40 seconds varied in 
no way from that of the 20 to 30 seconds 
waiting period. Beyond the 40 second 
waiting period the degree of muscular 
relaxation diminished and after 50 seconds 
ratings were reduced to 1 plus. 

With the PM-GM Technic, after a wait- 
ing period of 5 seconds (since the PM are 
given as soon as the perioral fasciculations 


Forearms flexed on arms, con- 


are seen, for practical purposes the two may 
be said to take place at the same time) the 
degree of relaxation was already sufficient 
to be rated as 1 to 2 plus. In most cases, 
after 10 seconds the muscle relaxation was 
3 plus and in some cases 4 plus. This degree 
of relaxation was noted to extent to 70 
seconds following petit mal application and 
only diminished in intensity after that 
period of time. 


CONCLUSIONS AND SUMMARY 


The foregoing investigation demonstrates 
that the SCC injection causes relaxation 
lasting for a variable time depending upon 
the EST technic used. With the classic AC 
treatment the interim begins 20 seconds fol- 
lowing the appearance of perioral fascicula- 
tions and lasts for 20 seconds. With the 
PM-GM technic the interim begins in 10 
seconds and lasts 70 seconds. 

After 40 seconds with the Standard 
Technic and 70 seconds with the PM-GM 
Technic, the degree of relaxation lessened 
and treatments given at this time or later 
are potentially capable of producing injury. 
It may therefore be concluded that with the 
Standard Technic, without using _bar- 
biturates and quickly injecting 15 mg. of 
SCC, one should not wait longer than 40 
seconds after the onset of perioral fas- 
ciculations. To administer the grand mal 
with the PM-GM Technic it is apparently 


RELAXATION RESPONSES WITH Gm APPLIED AT 


VARIOUS INTERVALS FOLLOWING Scc PERIORAL 
FAS CICULATION IN STANDARD AND Pm-Gm TECHNICS 


RELAXATION 


TIME 


STANDARD TECHNIC 
xxxxxx PM-GM TECHNIC 


LEGEND : 


INS 


4 
. 
: 
4 
° 10 20 50 rr} 70 ry) % 
ig 
Ficure 2 


1960 


D. IMPASTATO, C. BUCKMAN, A. KRELL, I. PINSLEY, AND A. IMPASTATO 


345 


safe to wait up to 70 seconds. We were sur- 
prised to discover that the double petit mal 
greatly prolonged the “adequate relaxation 
interim.” A possible explanation for this 
might be that the petit mal application re- 
leases acetylcholine which re-enforces and 
prolongs the action of SCC. Further study 
to discover the actual reason why the petit 
mal re-enforces and prolongs the action of 


SCC, should be undertaken. 
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THE CULTIVATION OF COMMUNITY MENTAL HYGIENE 
LEADERSHIP ABILITY AS A PART OF A PSYCHIATRIC 


RESIDENT'S TRAINING * 


Changing attitudes towards mental health 
and patterns of care for the psychiatrically 
ill have greatly increased demands for psy- 
chiatrists experienced in community mental 
health and motivated to work in this psy- 
chiatric specialty. In the State of Maryland 
we are developing a program of training 
in public health psychiatry for psychiatric 
residents which we believe is unique in the 
United States. The purposes are : first, to 
incorporate the practical and theoretical 
aspects of public health psychiatry into 
the psychiatric residency programs in the 
State of Maryland ; and secondly, to pro- 
vide psychiatric service of a high quality 
on a consistent basis to understaifed areas. 
The program is a cooperative venture of 
the State Health Department and the 
various university, private, and state psy- 
chiatric training centers in Maryland. We 
believe that it is a pattern that can be 
readily adapted to other areas, using exist- 
ing personnel and adding little to the cost 
of present mental hygiene programs. 

The training is based upon the point of 
view that leadership, inventiveness and in- 
dustriousness are best furthered in the 
maturing physician by placing him in a 
position of responsibility and providing him 
with a source of senior advice without con- 
tinual, on-the-spot supervision. 

Practical experience in community mental 
health has not been included heretofore in 
the usual resident’s training, even though 
he may have considerable experience in a 
large university or community clinic. These 
firmly established and well operated depart- 
ments insulate the resident from the com- 
munity by their size, and by the division 
of responsibility. 

1 Presented at the Pan-American Medical Asso- 
ciation meeting in Mexico City, May 5, 1960. 

2 Resident in Psychiatry, Henry Phipps Psychiatric 
Clinic, The Johns Hopkins Hospital Consultant and 
Supervisor, Psychiatric Residency Training Program, 
Maryland State Department of Health. 


3 Chief, Office of Mental Health and Child Health, 
Maryland State Department of Health. 
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In our present enterprise, designed to 
improve the residents’ understanding of 
community psychiatry, senior psychiatric 
residents serve as consultants in mental 
health to the county health departments 
within commuting distance of the training 
center. Each resident has the following 
responsibilities : 

1. Serving as psychiatric consultant to the 
local health department and staff, to private 
physicians and to other community agency 
workers. 

2. Assisting the county officer in planning 
a mental health program. 

3. Acting as director of a part-time mental 
health clinic in the county department and 
assuming the medical responsibility for 
providing psychiatric diagnosis and treat- 
ment for adults and children. 

4. Supervising the work of non-medical 
clinic staff and handling correspondence 
and reports in connection with the program 
as required. 

5. Participating in the in-service educa- 
tion of health department staff and other 
professional and public mental health edu- 
cational programs upon request of the local 
health officer. 

The counties selected for this educational 
enterprise have been small enough and 
distant enough from the metropolitan area, 
that each is a fairly self-reliant community, 
with a structure and leadership pattern 
which can become familiar and understand- 
able within a moderately brief period. The 
compactness of the counties permits the 
resident to get an overall view of the inter- 
action of various agencies. In many in- 
stances, there are certain key individuals in 
the community agencies who can be dealt 
with informally and by personal contact. In 
addition, there are fewer buffers between 
the psychiatric consultant and the com- 
munity agencies and leaders than exist in 
the large metropolitan clinics. The psy- 
chiatric resident is very much on his own 
in a situation demanding forbearance, tact, 
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flexibility and the willingness to learn. He 
is challenged by a job requiring ingenious 
solutions to immediate problems and by 
stimuli arising from the opportunity for 
leadership. 

Participation in the program is based 
upon the recommendation of the resident's 
chief of service, and approval of the Chief 
of the Division of Mental Health for the 
State Department of Health, and the local 
health officer. The participants must have 
had at least two years clinical psychiatric 
experience and must have indicated by their 
past performance that they have potential 
for leadership and a flexible orientation 
towards the field of psychiatry. Each resi- 
dent spends one work day per week as con- 
sultant to the local health officer of a rural 
county, and in this position he is psychiatric 
director of the mental health clinic for that 
county. While on the job he has no direct 
senior psychiatric supervision. This is pro- 
vided in the form of individual conferences 
with the Supervisor of the Training Program 
and the Chief of the Division of Mental 
Health of the State Health Department. 
Group meetings and discussions are led 
by consultants to the State Department of 
Health in the specialties of psychiatry, psy- 
chology, psychiatric social work, and psy- 
chiatric nursing. Academic experience in 
problems of public health psychiatry are 
provided by a seminar in community mental 
health given in the School of Hygiene and 
Public Health of the Johns Hopkins Univer- 
sity. By periodic presentation of his com- 
munity experience to the staff of his parent 
institution, the resident evaluates his ex- 
perience and receives the support and 
criticism of fellow professionals not directly 
concerned with the state program. The 


resident compensates his parent institution 
for the time away by working additional 
time during evenings and weekends and is, 
in turn, compensated by the training ex- 
perience and by a stipend from the health 
department. In total, they spend 4 work 
days, plus 11 hours in supervisory and 
seminar sessions per month. 

To illustrate the variety of experience 

present in the program, the following 
figures are offered covering the 5-month 
period of one resident’s experience. During 
that period he saw 30 new patients for eval- 
uation and had a total of 65 followup pa- 
tient visits. There were also 55 interviews 
with relatives, referring agencies and local 
physicians. He attended 5 meetings with 
the local mental health association repre- 
sentatives, 4 with school authorities, and 
made one public presentation to the local 
mental health association. He had direct 
personal contact with 28 key community 
personnel including physicians, public 
health nurses, welfare workers, school 
superintendents, school principals and coun- 
selors, clergymen, and representatives of 
law enforcement, court and probation serv- 
ices. 
In summary, we believe that the Mary- 
land program enriches the resident's train- 
ing experience, expands psychiatric resi- 
dency programs, and provides mental health 
services to areas that have always been 
difficult to staff. Although this program is 
in the early stages of development, there 
is some indication that it will encourage 
many psychiatrists to view problems of 
community mental health sympathetically 
and consider public health psychiatry as a 
possible area of specialization. 
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A LONGITUDINAL STUDY OF SCHIZOPHRENIA ' 


H. KLONOFF, Pu.D., G. H. HUTTON, M.D., G. H. GUNDRY, M.D., 
anp T. T. COULTER, Pu.D.* 


The study was designed to document the 
long-term clinical course of schizophrenia, 
as reflected in the present status and past 
history of a group of World War II veterans 
diagnosed as schizophrenic, and under sur- 
veillance by the Vancouver office of D.V.A., 
since the end, or shortly after the end of 
the War. The first objective of the study 
was to determine the relationship between 
the present status of the patients, and the 
onset and course of the disease. The next 
two objectives were concerned with ascer- 
taining the effects of direct social support, 
that is, by the patients’ families, and in- 
direct social support, provided by D.V.A., 
including pensioning, on the course and 
present status of the disease. 

A survey of the literature was made with 
reference to the objectives of the study and 
the methodology to be employed. Previous 
studies of this particular kind have been, 


surprisingly, rather rare( 1-5, 7-10, 12, 13). 


PROCEDURE 


The population used was the total num- 
ber of World War II veterans, namely 118, 
in British Columbia, diagnosed as, and pen- 
sioned for, schizophrenia. Of these, 64 were 
ambulatory patients, 55 males and 9 fe- 
males, and 54 were hospitalized, 51 males 
and 3 females. 

Four lines of investigation were : 1. Psy- 
chiatric Status: The outpatients were ex- 
amined by one of the psychiatrists and the 
hospitalized patients by the other psychi- 
atrist. The clinical findings were then sum- 
marized on a revised edition of the Mala- 
mud and Sands(10) psychiatric rating scale 
and on an “insight” scale. Inter-psychiatrist 
(rater) reliability had previously been es- 
tablished as significant (r=.84) on an inde- 
pendent, but similar, sample of 30 patients. 


1 Read at the annual meeting of the Canadian Psy- 
chological Association, Edmonton, Alberta, June 1959. 

This project was sponsored by grant No. 14-58, of 
the Department of Veterans Affairs, to whom we 
wish to express our thanks. 

2 Department of Psychiatry and Department of Psy- 
chology, Shaughnessy Hospital, Vancouver, B. C. 
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The 7 point scale assessed the following 19 
functions : appearance, motor activity, re- 
sponsitivity, aggressiveness, socialization, 
communicability, thought processes, at- 
tention, awareness, association, content, 
memory, affective reaction, feeling tone, 
mood, sleep, nutrition, sexuality, and work. 
The “insight” questionnaire assessed the ex- 
tent to which the patient understood the 
nature of his illness, what types of treat- 
ment he had received, the name he gave to 
his illness, and his reactions to pensioning. 
2. Psychological Status: The Wechsler 
Adult Intelligence Scale and the Rorschach, 
scored according to the technique of Buh- 
ler, Buhler and Lefever(6), were adminis- 
tered to each patient. 3. Personal—Family 
—Treatment History : These were obtained 
from the rather comprehensive District and 
Hospital files, using military, medical and 
social work data. 4. Interview of Relatives : 
The relatives who had indicated the most 
interest in the patient over the years were 
visited and interviewed by a member of 
Veterans Welfare Services. 


RESULTS AND DISCUSSION 


The frame of reference for the analysis 
of the data that was the distribution of 
scores on the psychiatric rating scale. Com- 
parisons were made between ambulatory 
and hospital groups, and then between two 
ambulatory and three hospital subgroups, 
using chi square and the t. test for all com- 
parisons—Al and A2, H1 and H2, H2 and 
H3, Al and H1, A2 and H2, A and H. 

Our first finding from the psychiatric data 
indicated that the relationship between 
mental status and ambulatory or hospital 
status was not a close one; 29.70% of the 
ambulatory group revealed as much pa- 
thology as, or significantly more than, a siz- 
able portion, 74.08%, of the hospital group. 
Grossly pathological symptoms, namely, 
hallucinations and/or delusions, were found 
in as many as 20.31% of the ambulatory 
group and in only 37.29% of the hospital 
group. While some of the ambulatory pa- 
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tients revealed an ability to exercise the 
judgments and make the decisions of ordi- 
nary life by thinking in concrete terms and 
using habitual responses, careful scrutiny 
revealed that they continued to suffer from 
thought disorder. Others had learned to in- 
hibit the expression of their delusions and 
inappropriate feelings. Still others revealed 
gross personality distortion and desocializa- 
tion. The ambulatory group, but most par- 
ticularly ambulatory subgroup Al, ex- 
hibited the greatest degree of insight into : 
the nature of their illness, the type of treat- 
ment they had received, the contribution of 
treatment towards their improved state, and 
that their illness was a mental one. The 
7.63% of the population who mentioned psy- 
chotherapy, acknowledged it in only rudi- 
mentary terms. Even our best adjusted pa- 
tients appear to have only very superficial 
insight. But what they do express in action, 
and in one way or another, in words, is 
that they have developed various self-pro- 
tective devices, even to the point of re- 
pressing mention of the fact that their ill- 
ness was emotional or mental. The insight 
they have found useful is the acknowl- 
edgment of their limitations. 

With respect to the psychological evalua- 
tion, analysis of the Wechsler revealed a 
significant relationship among current level 
of intellectual functioning, extent of impair- 
ment and psychiatric status. The ambula- 
tory group are brighter and .«<.° impaired 
than the hospital group, while ambulatory 
subgroup Al reveal the same trend with 
respect to ambulatory subgroup A2. Some 
degree of impairment, as measured by vo- 
cabulary scatter, verbal—performance dis- 
crepancy, and inter-test variability, was 
found in all of the patients: 29.57% ex- 
hibited minimal impairment, 52.18% moder- 
ate impairment, and 18.25% advanced im- 
pairment. There is every indication that, 
while a good intellectual endowment may 
not preclude affliction by the disease, it does 
provide greater potential for rehabilitation, 
even when there is continuing thought dis- 
order. The correlation (r) between the 
Basic Rorschach Score and the psychiatric 
rating scale was -.53, and significant be- 
yond the .01 level of confidence. When the 
Basic Rorschach Scores were distributed 
among Buhler’s(6) four levels of integra- 


tion—Adequacy, Conflict, Defect, Reality 
Loss—we found : no entries in the initial or 
Adequacy category ; 14.78% in the Conflict 
category (with only the ambulatory group 
contributing to this category) ; 23.48% in 
the Defect category (17.39% of these were 
in the ambulatory group) ; the remaining 
61.74% in the Reality Loss category (20.87% 
of these were in the ambulatory group). It 
is significant that more than 70% of the am- 
bulatory group evidence very tenuous 
reality testing, i.e., register in the Defect 
and Reality Loss categories. While all of 
these patients have been through a period 
of personality disorganization, comparative- 
ly few have regained their premorbid in- 
tellectual efficiency or personality stability. 

In our third line of investigation, by re- 
viewing historical data, we sought to clarify 
some of the differences in current reaction- 
patterns among patients, as evidenced in 
the psychiatric and psychological findings. 
We accordingly turned to factors that might 
be of etiological import, together with data 
that reflected the course of the disease over 
the years. 

With respect to service history, we could 
detect no significant trends. Age of enlist- 
ment (range: 17 to 51 years, mean : 23.22 
years ), though coinciding with age of maxi- 
mum susceptibility to schizophrenia, was 
not significant. Length of service (range : 
3 to 123 months, mean : 33.11 months), i.e., 
prolonged exposure to stress, did not reveal 
a significant pattern. Area of service 
(41.52% never left Canada and only 33.90% 
served in a zone of operations), i.e., in- 
tensity of stress, also proved to be non- 
significant. Nor were we able to detect the 
existence, in any significant proportion, of 
specific precipitating factors, apart from 
military stress. What aspects of Service life 
can be construed as having been most con- 
tributory ? Anxiety to an intolerable de- 
gree, may have been aroused by separation 
from familial and environmental supports. 
Service may also have demanded an ability 
to form types of relationships beyond these 
persons’ range of adaptability. All we can 
say is that 77.97% of our group initially 
broke down during Service, for an over- 
whelmingly large proportion of these the 
break was psychotic and quite acute. 

Secondly, we reviewed developmental 
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history. Pathogenic parental attitudes (re- 
jection, extreme discipline, extreme inde- 
pendence, extreme indulgence and extreme 
overprotection ) were found in only 44.07% 
of our population. Wahl(13) also reports 
pathologenic parental attitudes in only 50.3% 
of his group. Relationships with siblings 
were inappropriate in 31.51% of our group. 
Caldwell(7), however, reports that 60% 
did not evidence strong family ties. There 
is some possibility that relatives who pro- 
vided the histories in our group have Leen 
unduly defensive or not sufficiently critical. 
Death, divorce or separation of parents be- 
fore the end of adolescence was found in 
31.36% of our group as compared to Wahl’s 
(13) finding of 41%. In any event, we found 
no significant differences among our sub- 
groups with respect to the above three 
factors. Like Caldwell(7) and Wahl(13), 
we could not demonstrate readily discerni- 
ble conflict in early relationships in every 
patient under investigation. 

Thirdly, we searched for signs of predis- 
position towards mental illness and pre- 
morbid personality patterns. The incidence 
of psychiatric history in immediate family 
appears to be much higher in our study 
than in the population as a whole—30.15% 
revealed mental illness in the immediate 
family (parents and siblings). These figures 
are probably higher than Caldwell’s(7) 
stated 33%, as he included under immediate 
family, grandparents, uncles and aunts. 
However, there were no differences among 
our subgroups with respect to predisposi- 
tion. Data about premorbid personality 
were only available for 60.17% of the pa- 
tients and for somewhat more than two- 
thirds of these we could not find evidence 
of schizoid or pronounced introversive 
trends. Our findings, as well as the research 
of Bellak and Parcell(2), Caldwell(7), Rip- 
ley and Wolf(12), do not reveal a readily 
recognized, consistent pre-schizophrenic 
personality. 

Fourthly, we reviewed educational and 
occupational history. The mean educational 
level was 9.55 grades, and the range from 
grade 3 to 5th year university. Educational 
level was significantly higher for the am- 
bulatory compared to the hospital group 
and for ambulatory subgroup Al compared 
to ambulatory subgroup A2. Premorbid oc- 


cupational level, but not work stability, was 
significantly higher for the ambulatory com- 
pared to the hospital group. The effect of 
the illness on the ambulatory group has 
been downward vocational mobility and de- 
creased work stability. 

Fifthly, we reviewed treatment history. 
All of the veterans in our study have been 
hospitalized for their mental illness. The 
last decade and a half, for many, has been 
a series of exacerbations and remissions ; 
for others, a single episode lasting 16 years 
without remission. The group has had on 
the average 3.91 “breakdowns” necessitating 
hospitalization, and has spent on the aver- 
age 74.07 months (range was 2 to 192 
months ) in hospital. Outpatient contact has 
until recently been restricted to some of the 
better-integrated patients. With respect to 
treatment per se, the relationship between 
type and extent of treatment and present 
status remains unclear. While the group as 
a whole has been exposed to rather inten- 
sive treatment, the hospital group had a 
greater variety, including psychosurgery, 
somatotherapy, chemotherapy, and milieu 
therapy. There is, however, little indication 
that psychotherapy played a significant role 
in the treatment of these patients. Though 
the ataractic drugs have undoubtedly 
played a significant role in stabilizing many 
of our patients, and most particularly in 
facilitating the release of some long-term 
cases, the overall effect of the drugs, for 
the group as a whole is unclear as yet. With 
respect to the type of schizophrenia, 19.49% 
were classified as simple, 58.48% as para- 
noid, 13.56% as catatonic, and 8.47% as hebe- 
phrenic. But we found no relationship be- 
tween type of schizophrenia and our sub- 
groupings. 

Our fourth line of investigation for clari- 
fying differences in current reaction-patterns 
of patient focused on the relatives—their 
attitudes, expectancies, and day to day 
treatment of the patient. Data, based on 
interview and observation of the home set- 
ting, indicate that the general health, men- 
tal stability, competency of, and general 
standard of living for, an overwhelming 
proportion of the informants is not out of 
keeping with the community at large. In 
contrast to the hospital group, relatives of 
the ambulatory group, and more particular- 
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ly ambulatory subgroup Al, are better in- 
formed about mental health and mental 
illness, are more insightful about the pa- 
tient’s condition and limitations, and are 
more optimistic about the patient's future. 
At the present time, 78.12% of the ambula- 
tory patients are living with relatives, and 
receiving day by day support; more than 
half of the remainder, though living apart 
from relatives, are still within the orbit of 
the family influence. While one of the re- 
sidual effects of this disease is to decrease 
the range of relationships, even for the bet- 
ter integrated, schizophrenia does not pre- 
clude or incapacitate individuals from 
establishing and maintaining enduring re- 
lationships. Granted that the relationship is 
often with a parent (50% of the ambulatory 
group live with a parent) and in our groups 
most often with a mother, where pathologi- 
cal behaviour may be condoned or even 
reinforced, this has important implications 
for the treatment of schizophrenia. Further- 
more, 21.19% of the group under review are 
married, and almost all contracted their 
marriage after their mental illness was 
manifested. Two-thirds of the married pa- 
tients are ambulatory, and in fact in ambu- 
latory subgroup Al. Interestingly, the 
marital adjustment is defined as good in 
78% of our cases ; 72% have children; and 
the attitude towards the children is more or 
less appropriate in 85% of these cases. With 
respect to those patients residing with a 
parent, if the parent should become in- 
capacitated, a considerable number of pa- 
tients would, in all probability, decompen- 
sate, or their adjustment would be lowered 
to the point where they would require some 
form of custodial care or close support from 
the community. 

Inter-related to the emotional support 
that has been provided by relatives, is the 
support made available by D.V.A. pension- 
ing. An analysis of patients’ and relatives’ 
attitudes reveals that 84.38% of ambulatory 
patients, as well as 85.85% of relatives of 
both ambulatory and hospital patients, ex- 
pressed appreciation of pension, both with 
respect to the economic security, the treat- 
ment, and the interest that have been pro- 
vided. Pensioning also permits certain, pa- 
tients to hold down less-challenging jobs, 
or to remain nearly self-supporting with 


part time work, thus protecting them from 
one source of stress. Pensioning also often 
qualifies relatives’ attitudes towards the pa- 
tient and his illness in a positive manner, 
thus enhancing and reinforcing relatives’ 
support of patients. For the group under 
review, there is every indication that the 
benefits from pension have more than off- 
set the adverse effects that this might have 
had on patient's motivation to work. It is 
also most probable that if D.V.A. did not 
contribute to the economic and therapeutic 
support of these patients, the responsibility 
would have to be assumed by some other 
agency in the community. 

One trend was discernible in our analysis 
of the data—the trend towards alteration in 
adjustment potential or residual impair- 
ment. In order to document this more ex- 
plicitly, we focused on only the ambulatory 
group ; and to arrive at an estimate of im- 
pairment from the premorbid level for this 
group, we took into consideration the psy- 
chiatric data, the psychological data, em- 
ployment status and their sphere of rela- 
tionships. Weights were assigned to the 
distribution of scores on the psychiatric 
rating scale, and scale of insight; to the 
index of inefficiency on the WAIS, and to 
the levels of integration on the Rorschach ; 
to the extent of vocational mobility and in- 
stability ; and to the social interaction or 
sphere of relationships. A composite score 
was, therefore, available for each patient. 
The scores were then distributed among 
categories which we designated minimal, 
moderate, advanced, and analyzed by 
means of chi square. Our index of impair- 
ment revealed : 1. Half of the ambulatory 
patients show moderate impairment, with 
the remainder being almost equally divided 
among the minimal and advanced cate- 
gories ; 2. Only one-third of the ambulatory 
subgroup Al show minimal impairment, the 
remainder of this subgroup exhibit more 
severe impairment. None of the ambulatory 
subgroup A2 were found in the minimal 
category, and two-thirds were in the ad- 
vanced impairment category ; 3. There is a 
significant relationship between level of ad- 
justment and type of supporting figure. Pa- 
tients residing with a spouse tend towards 
the minimal-moderate end of the impair- 
ment range (11 of the 15 in the minimal 
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category are living with a spouse), whereas 
those living with a parent, or alone, tend 
towards the moderate-advanced end of the 
range. 

How might we account for the fact that 
a sizable portion of the hospital group 
evidenced considerably less pathology than 
some of the ambulatorv patients and yet 
remained institutionalized ? Few of these 
patients would be regarded as dangerous 
to themselves or to the community at large. 
Our observations of these patients, and the 
data on hand, suggest that many remain in 
hospital because of two factors. The first is 
the absence of an interested family member 
to either pressure for release or assume re- 
sponsibility for the patient if this has been 
suggested. Within the hospital group, 50% 
either “seldom” or “never” receive a visitor 
—all but one of the patients who are never 
visited are in the less-severely disabled hos- 
pital subgroups. Dependency appears to be 
the other main factor that is keeping some 
of these patients in the hospital. Many pa- 
tients find that their dependency needs are 
most adequately satisfied by the current 


medical-social arrangement of the hospital. 


CONCLUSIONS 


We were not able to demonstrate signifi- 
cant trends or relationships between the 
onset and course of the disease on the one 
hand, and the present status on the other, 
in a group of schizophrenics, many of whom 
might be classified as chronics. Age at 
breakdown, acute onset of symptoms, de- 
velopmental factors, in themselves or in 
toto, do not appear to be reliable predictors 
as to the long-term picture of adjustment 
for such a group. Intellectual endowment 
and education, which are themselves highly 
correlated, were found to be predictive in- 
dices as to adjustment potential. The most 
important factor, however, was that of 
family support—support that took the form 
of continued responsible acceptance of the 
patient. As a matter of fact, whether a pa- 
tient was hospitalized or remained in the 
community often depended on the extent of 
direct social support. We suggest that prog- 
nosis in schizophrenia depends as much on 
the unfaltering support of the relatives as 
on symptomatology or extent of treatment. If 
direct social support by the family is the 


necessary determinant for a more adequate 
and stable level of adjustment, and indeed it 
appears to be, indirect support—economic, 
treatment, interest—by D.V.A. is a second- 
ary, but important factor for continuing 
remission. Long-term involvement with 
D.V.A. also qualifies relatives’ attitudes to- 
wards the patient and his illness in a posi- 
tive manner, thus reinforcing relatives’ sup- 
port of patients. At least in the group we 
are investigating, it is not surprising to find 
that the disease has been lengthy and self- 
limiting, and that patients have been left 
with some degree of residual impairment. 
We must emphasize, however, that chro- 
nicity diminishes, but does not destroy the 
patient’s capacity to enter into meaningful 
human relationships. We must further em- 
phasize that treatment responsibility should 
extend beyond the period when the patient 
is floridly psychotic. Many patients in fact 
require lifelong “rehabilitation,” and if in- 
fluences from outside of hospital have as 
much, and at times more, to do with re- 
habilitation than treatment within the hos- 
pital, then family and community should 
share in this rehabilitation programme from 
the very onset of the disease. There is also 
firm reason to indicate that many a chronic 
schizophrenic patient is able to learn, by 
progressive maturation, to be self-support- 
ing, at least partially, in the community, 
when given the opportunity for a continu- 
ing rehabilitation programme. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


EFFECTS OF A DRUG ON THE BODY ODOR OF 
THE CHRONICALLY MENTALLY ILL 


CARL GOULDMAN, M.D.,! anp AVONELL RUTHERFORD, R.N.? 


Sch-6673,? which is similar in chemical 
structure to Trilafon, was evaluated as a 
tranquilizer. After the study* was com- 
pleted, 3 patients were kept on the drug 
because of its good effects. One of these 
patients had a marked body odor which dis- 
appeared completely while on Sch-6673 and 
re-appeared when he was placed on a dif- 
ferent drug. 

Eighteen patients, age 22-55 (6 males, 12 
females ), were then chosen because of their 
unpleasant odor and were started on Sch- 
6673 to determine the drug’s deodorizing 
effect. The intent of the study was to con- 
ceal its purpose from the ward employees. 
Diagnoses : schizophrenia 9, mental defect 
2, C.B.S. 5, alcoholics 2. 


METHOD 


The patients were divided into 2 groups 
according to sex. The female group re- 
mained on drug during the course of the 
study to determine if the effect was lasting. 
The male group was placed on the drug 
until a change in their odor became ap- 
parent, then the drug was discontinued un- 
til the odor reappeared and were placed on 
the drug again until deodorized. 

No change was made in the patients’ diet, 


1 Ass't. Supt., Research Director, Hastings State 
Hospital, Ingleside, Nebraska. (Juul C. Nielsen, M.D., 
Supt.). 

2 Research Nurse, Nebraska Psychiatric Institute. 
(Cecil Wittson, M.D., Director). 

3 This study was made possible by a generous sup- 
ply of Sch-6673 known under the trade mark Tindal, 
placed at our disposal by Schering Corporation, Bloom- 
field, N. J. 

4 We wish to express our thanks and appreciation 
to Doctor Jackson A. Smith, Clinical Director, IIli- 
nois Psychiatric Institute, for his advice and sugges- 
tions. We also wish to thank Mrs. Shirley Engelhardt, 
R.N., Supervisor, Miss Myrna Willerton, R.N., Mrs. 
Frances Portenier, Assistant Supervisor, and Mrs. 
Geraldine Turley, Research Secretary. 
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the frequency with which they were bathed 
or their clothing was changed. They re- 
mained on the same wards. Three research 
personnel made a daily check of the pa- 
tients’ odor by standing close to them dur- 
ing an interview. An additional check of | 
the odor was made while taking the pa- 
tient’s blood pressure and having him raise 
and lower his arms. 

The initial dosage was two 50 mgm. tab- 
lets daily by mouth for 15 days, then a 50 
mgm. was given every other day for 22 days. 
The change in odor appeared to be dose- 
related. As a rule the patient remained de- 
odorized for 3 days after the drug was 


stopped. 


RESULTS 


Only one patient, a schizophrenic female 
who developed epileptiform seizures, was 
dropped from the study. 

By the 12th day the characteristic body 
odor was no longer apparent in 14 of the 
17 patients. This change was noted in 4 
patients after 3 days, in 6 more after a week 
and in 4 others at the end of 12 days. Ten 
of these 14 patients remained odor free for 
16 to 22 days. In the other 4, the change 
was intermittent, i.e. the odor was evident 
on some days and absent on others. 

The effect did not appear to be sex- 
related. In those male patients whose body 
odor disappeared while they were on the 
drug, the odor re-appeared when the drug 
was stopped and disappeared when it was 
re-started. 


Discussion 


Our impression is that the effect of the 
drug was more pronounced in schizo- 
phrenics than in the other patients. If this 
is correct, and if the perspiration of certain 
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schizophrenics has a distinct odor,® then that 
odor may be the p-oduct of a characteristic 
metabolic disturbance which might be 
modified by the use of Sch-6673. 

This report is preliminary and we are at- 
tempting to check these observations by 
making more exact determinations of 


5 Smith, Kathleen., and Sines, Jacob O.: Arch. 
Gen. Psychiat., 2: 184, Feb. 1960. 


changes in odor, and non-psychotic patients 
are also being included in another group. 
We are aware that “bad” or “schizophrenic” 
odor is a highly subjective matter and that 
it is no longer fashionable to identify 2 ill- 
ness by its odor. However, if a group of 
schizophrenic patients who “smell alike” 
can be identified and altered, then other 
more measurable variations may be sought. 


THE USE OF A NEW ULTRA-SHORT-ACTING INTRAVENOUS 
ANESTHETIC IN SHOCK THERAPY 


WILLIAM KARLINER, M.D.,' anv LOUIS J. PADULA, M.D. 


Brevital Sodium (methohexital sodium? ) 
is a new intravenous barbiturate anesthetic. 
It belongs to the oxybarbiturates which are 
known to be less toxic and ultra-short- 
acting anesthetic agents. Stoelting(2) re- 
ported that Brevital “proved three times as 
potent as pentothal sodium and 4% times 
as potent as surital sodium.” 

Many psychiatrists use barbiturate anes- 
thesia in conjunction with succinylcholine 
chloride modified electroshock therapy. 
Such an anesthesia helps to allay the pa- 
tient’s apprehension and fear of treatments. 
Moreover, this anesthesia eliminates the 
awareness of the unpleasant side-effects of 
succinylcholine chloride, such as muscular 
fasciculations and feelings of suffocation. 
Friedman(1) used Brevital as an intra- 
venous anesthetic agent for electroshock in 
72 patients. He stated that “the anesthetic 
efficiency, safety, rare incidence of com- 
plications, and ease of administration com- 
pared favorably with the commonly used 
thiobarbiturates.” 

The search for an improved method of 
treatment motivated us to clinically explore 
this new anesthetic in electroshock and 
Indoklon convulsive therapy. The high 
potency of Brevital and its ultra-short-acting 
duration necessitate a different technic of 
administration. Atropine sulfate 1/75 grain 
is given subcutaneously 30 minutes before 
the scheduled treatment. However, wher- 


120 Franklin Rd., Scarsdale, N. Y. 

2 The Brevital Sodium used in this study was sup- 
plied by the Lilly Research Laboratories, Indianapolis, 
Ind. 


ever indicated, atropine may be given in- 
travenously through a 22-gauge needle 
immediately preceding the treatment. The 
needle is left in situ and after removing the 
syringe containing the atropine, a 10 cc. 
syringe containing a 1% solution of Brevital 
(50 cc. distilled water added to bottle con- 
taining 500 mg. Brevital) is connected to it. 
Five to 10 cc. of Brevital solution (50 to 
100 mg.) is usually adequate to anesthetize 
the patient. We found the rate of injection 
of one cc. of 1% solution in 5 seconds op- 
timal. If injected too rapidly, more Brevital 
will be required, and transient apnea may 
be produced. The Brevital syringe is then 
removed and succinylcholine chloride is 
administered rapidly. Thirty seconds after 
termination of the injection of the muscle 
relaxant, the electric stimulation is given. 
In Indoklon convulsive treatment, the mask 
is tightly placed on the face and the bag 
gently squeezed as soon as the injections 
are finished. 

Because of Brevital’s ultra-short duration, 
the patients awaken much faster and are 
able to leave the treatment room much 
earlier than they could when thiobarbiturate 
anesthesia was used. It is also possible to 
treat a larger number of patients in a 
shorter period of time. In our series, one- 
third to one-half the amount of barbiturate 
was required to obtain adequate anesthesia. 
The small amount of Brevital used for 
anesthesia in conjunction with convulsive 
treatments, has hardly any ill-effect on the 
respiration of the patient. On the other 
hand, the larger amounts of thiobarbiturates 
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which were required to obtain adequate 
anesthesia in electroshock, were a hazard 
because they increased the apnea which 
generally followed electroshock. We were 
also able to treat “poor risk” patients with 
cardiovascular disease, whom, in the past, 
we had been forced to treat without bar- 
biturate anesthesia. 

We gave Brevital anesthesia to 69 pa- 
tients for succinylcholine modified electro- 
shock or Indoklon convulsive treatments.’ 
Forty-seven patients had 158 electroshocks, 
and 22 had 105 Indoklon treatments. Two 
of our patients who suffered a moderately 
severe laryngospasm with Pentothal anes- 
thesia did not have this side-effect when 
Brevital anesthesia was substituted. Some 
patients who complained of an unpleasant 
taste when given Pentothal anesthesia did 


3 All treatments were given at West Hill Sanitar- 
ium, Riverdale, N. Y. 


There are three major limitations of the 
pharmacotherapy of psychiatric depres- 
sions : 1. The time lag between commence- 
ment of therapy and onset of therapeutic 
effect ; 2. Owing to the former, difficulties 
in the management of acutely suicidal pa- 
tients; and 3. The ineffectiveness of 
pharmacotherapy in a proportion of re- 
fractory cases. 

In an attempt to overcome some of these 
limitations, artificially induced pyrexia was 
combined with the administration of imi- 
pramine (Tofranil). The rationale for this 
approach was based on the hypothesis that 
the therapeutic effectiveness of the drug 
was to some degree a function of its avail- 
ability in the target organ and consequently 
depended on the blood-brain barrier which 
controls the access of pharmacological 
agents to the central nervous system. Elec- 
troconvulsive therapy and fever are two 
physical treatment methods which are 


1 Verdun Protestant Hospital and McGill Univer- 
sity, Montreal, Canada. 


COMBINED PHARMACO-FEVER TREATMENT WITH IMIPRAMINE 
(TOFRANIL ) AND TYPHOID VACCINE IN THE MANAGEMENT 
OF DEPRESSIVE CONDITIONS 


H. E. LEHMANN, M.D.1 


not notice this sensation with Brevital. Most 
patients showed less salivation with this 
oxybarbiturate anesthesia; thus the risk 
of aspiration was decreased. In some pa- 
tients, Brevital reduced the electrical thresh- 
old, thereby enabling us to obtain a grand 
mal response with less voltage and time. 

We found Brevital Sodium anesthesia to 
be the most useful anesthetic agent for 
electroshock and Indoklon convulsive ther- 
apy. It is ultra-short-acting, more powerful, 
and less toxic than other barbiturate anes- 
thetics heretofore used. It is safe and easy 
to administer, and its use in convulsive 
treatment is recommended. 
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known to lower the blood-brain barrier and 
to facilitate the passing of chemical sub- 
stances from the circulatory system into the 
brain and the surrounding cerebrospinal 
fluid(1, 2, 3). In this connection one may 
speculate that the “shock-saving” effect of 
imipramine which has been observed in 
patients receiving both pharmaco- and con- 
vulsive therapy may also be interpreted as 
a “drug-saving” effect of electro-convulsive 
treatments. In other words, a few induced 
convulsions may rapidly lead to therapeutic 
concentrations of the drug in the central 
nervous system through lowering of the 
blood-brain barrier. 

Since fever therapy is a much less drastic 
procedure than electro-convulsive treatment 
in regard to its physiological and psycho- 
logical effects, we chose it as the acceler- 
ating physical factor in the pharmaco- 
therapy of depressive states. We had 
observed the usefulness of medically in- 
duced pyrexia many years ago in facilitating 
the therapeutic action of thiamine chloride 
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in cases of atrophy of the optic nerve. We 
had also been impressed with the beneficial 
though transient effects of fever therapy in 
certain cases of schizophrenia. Whether in- 
duced pyrexia actually increases the con- 
centration of imipramine in the CSF has 
not yet been directly tested because we 
know of no reliable method to determine 
the amount of imipramine in the CSF ac- 
curately. 

In addition to the physiological rationale 
we intended to harness the empirically es- 
tablished anxiety-reducing effect of any 
type of fever in the therapeutic management 
of agitated and suicidal patients. Finally, 
we expected that the continuous observation 
of a suicidal patient would be much easier 
if the patient was confined to bed and re- 
quired some nursing care because of a mild 
physical illness. 

Pyrexia was induced with typhoid fever 
vaccine administered intravenously. Twenty- 
five million killed bacteria were injected the 
first time. Our vaccine preparation contained 
250,000,000 killed bacteria per 1.00 cc. We 
diluted 1.0 cc. of vaccine in 9.00 cc. of dis- 
tilled water and injected 0.1 cc. of this 
dilution into the cubital vein. The second 
injection consisted of 50,000,000 bacteria, 
the third of 100,000,000 and the fourth of 
200,000,000. Injections were given on suc- 
cessive or alternate days. According to the 
initial reaction the second, third and fourth 
doses were sometimes varied above or be- 
low the usual progressive increase. Three 
to four treatments were given in most cases. 
The patient’s temperature begins to rise 2 
to 3 hours after the intravenous injection 
of vaccine. Sometimes an initial chill is 
observed and the patient may complain of 
headache. The temperature, as a rule, does 
not rise above 103° and more frequently 
reaches only 101-102°. It usually recedes 
to the normal level within 5 hours. Some 
patients are quite resistant to the pyrexia 
producing effect of the vaccine and require 
higher doses. Imipramine in doses of 50 
mg. is given intramuscularly three times a 
day concurrently with the fever therapy. 

Our results were encouraging. We treated 
26 depressed patients with the combination 
of imipramine and artificially induced 
pyrexia. All patients were suffering from 
functional affective disorders, i.e., manic- 


depressive, involutional or reactive depres- 
sions. Our criteria for a successful response 
were that the patients who had not received 
imipramine previously showed significant 
improvement within the first week of the 
combined imipramine-fever treatment or 
that improvement was noted within 2 weeks 
in those patients who had already been 
treated with the drug alone for 3 weeks 
without having shown any favourable 
change. In 15 of the 26 patients (58%) 
the combined pharmaco-fever treatment 
yielded these special criteria for a suc- 
cessful response. However, a_ successful 
response was more frequently obtained in 
those patients who had previously been 
refractory to imipramine therapy than in 
patients who had just been started on 
the drug. In other words, the combined 
pharmaco-fever treatment proved useful 
in cases who had previously been un- 
responsive to the drug alone but it could 
not be relied upon to the same extent to 
shorten the duration of the treatment. In a 
number of cases, however, distinct improve- 
ment was noted within a day or two of the 
combined therapy. 

This was particularly gratifying in two 
out of three acutely suicidal patients in our 
series. One of these, a young woman, had 
been transferred to our hospital because 
she could no longer be managed in the psy- 
chiatric department of a general hospital 
where after a number of electro-convulsive 
treatments had been given she still persisted 
with the most determined attempts at self- 
destruction. On the first day in our hospital 
she tried to commit suicide on two oc- 
casions. She was immediately placed on 
pharmaco-fever therapy with imipramine 
and typhoid vaccine and her agitation and 
suicidal tendencies subsided with the first 
pyrexia. She was discharged recovered three 
weeks after admission. The other suicidal 
patient had been extremely tense and had 
been of considerable concern to the nursing 
staff because of several near-miss suicidal 
attempts in the past. While she still re- 
mained depressed for several weeks her 
tension and her suicidal drive were visibly 
reduced after the first two combined fever 
treatments and she no longer presented any 
problems after 4 treatments. Imipramine 
medication alone was then continued for 
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several weeks until complete remission had 
occurred, The third of our acutely suicidal 
patients did not improve and responded 
later to ECT. 

It is our impression that the combined 
pharmaco-fever treatment with imipramine 
and typhoid vaccine merits a clinical trial 
in all cases of depression who present 
special problems because they fail to re- 
spond to the drug alone or because they are 
unusually tense and suicidal. 


SUMMARY 

Imipramine (Tofranil) therapy and arti- 
ficial pyrexia obtained through the intra- 
venous administration of typhoid vaccine 
in gradually increasing amounts were com- 
bined in the therapeutic management of 
special clinical problems encountered in 
depressed patients. Shortening of the time 
lag between the start of treatment and first 
significant improvement, a final favourable 
response in patients who at first had proved 
refractory to the drug and therapeutic con- 
trol of acutely suicidal patients were the 


criteria for successful responses. These 
special criteria were met in 15 of our 26 
patients (58%) subjected to pharmaco-fever 
therapy. It is assumed that the mechanism 
which contributed to a favourable response 
include the physiological lowering of the 
blood-brain barrier with a resulting in- 
crease of drug concentration in the target 
organ. On the psychological side, the un- 
specific anxiety-reducing effects of pyrexia 
are noted as well as the facilitation of 
clinical and nursing management of acutely 
suicidal patients if they are confined to bed 
with a recurring fever of moderate degree. 
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A COMPARISON OF PERPHENAZINE, PROKETAZINE, 
NIALAMIDE AND MO-482 IN CHRONIC SCHIZOPHRENICS 


NAUTTAM J. KOTHARI, M.D.,! JOHN C. SAUNDERS, M.D..,' 
NATHAN S. KLINE, M.D.,' ann JOSEPH A. GRIFFEN, M.D.? 


Since the success of reserpine and chlor- 
promazine in institutionalized psychotic pa- 
tients, new phrenotropic agents have be- 
come available for therapeutic trial. The 
initial encouraging report of the beneficial 
effect of iproniazid on blocked, regressed 
and apathetic schizophrenics, has initiated 
synthesis of new chemicals for clinical trial 
as psychoactivators. Many of these chemi- 
cals have the same property as iproniazid, 
that is, to inhibit monoamine oxidase and 
alleviate depression(1). Since the reports 
of the psychopharmacotherapeutic proper- 
ties of available drugs are of wide range 
and varied, we have studied the pheno- 


1 Research Facility, Rockland State Hospital, Or- 
angeburg, N. Y. and College of Physicians and Sur- 
geons, Columbia University, New York City. 

2 Rockland State Hospital, Orangeburg, N. Y. 


thiazines, perphenazine and _proketazine, 
and the hydrazides, nialamide and MO-482 
hydra- 
zine).* This evaluation was to determine 
the relative clinical efficacy of a new pheno- 
thiazine ( proketazine ) and a new hydrazide 
(MO-482) with compounds of known activ- 
ity. In addition, we desired to better char- 
acterize the psychotic symptoms that may 
be alleviated with these two types of psy- 
chopharmacological agents, phenothiazines 
and hydrazides. 


3% The perphenazine used in this study was sup- 
plied as Trilafon by Schering Corporation, Bloom- 
field, N. J.; the proketazine by Wyeth Laboratories, 
Philadelphia, Pa.; the nialamide was supplied as 
Niamid by Chas. Pfizer & Co., Inc., Brooklyn, N. Y. 
and MO-482 (1-1(2-phenylisopropyl)-1-methyl hy- 
drazide) by Abbott Laboratories, North Chicago, Ill. 
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METHODS 


One hundred schizophrenics with an 
average duration of 10 years of hospitaliza- 
tion, were selected for this study. They were 
divided into 4 groups of 25 each. In each 
group there were about an equal number 
of (a) schizophrenics with Bleuler’s second- 
ary symptoms of delusions, hallucinations or 
dereistic behavior and (b) schizophrenics 
with Bleuler’s primary symptoms of autism 
with detachment from reality, disturbances 
of affectivity and associational deprivation. 
Each group received either perphenazine, 
proketazine, nialamide or MO-482. The pa- 
tients initially received the minimal oral 
therapeutic dose. The dosage was raised 
twice a week, either to an optimal beneficial 
level or to the maximal below that of un- 
toward reactions. The daily therapeutic 
range was 16 to 64 mg. perphenazine, 50 to 
600 mg. proketazine, 50 to 600 mg. niala- 
mide and 10 to 100 mg. MO-482. If side 
effects occurred, the dose was reduced to a 
level at which they disappeared. After 12 
weeks on this therapeutic range, the medi- 
cation was gradually withdrawn. 


RESULTS 


The blood pressure of each patient was 
taken weekly during the treatment. A fall 
of 10 to 20 mm. Hg. in diastolic pressure 
was observed in 16 patients each on per- 
phenazine and proketazine, in 9 patients on 
nialamide and in 12 on MO-482. One pa- 
tient on perphenazine, 2 on proketazine and 
2 on MO-482 had a fall of 20 to 30 mm. 
Hg. The remaining patients had a fall of 
less than 10 mm. Hg. 

A sedative action by the phenothiazines 
or a feeling of well being by the hydrazides, 
was recognized as slight improvement. A 
reduction of hypermotility of thought and 
behavior with phenothiazines or a partial 
contact with reality and an interest in their 
environment with the hydrazides was in- 
terpreted as moderate improvement. With 
either group of drugs the disappearance of 
disorders of thought and affect, accom- 
panied by integration of personality, sig- 
nified marked improvement. 

Improvement was observed in 11 patients 
on perphenazine, 11 on proketazine, 11 on 
nialamide and 7 on MO-482. Moderate to 
marked improvement was observed in 7 


patients on perphenazine, 8 patients on 
proketazine, 3 on nialamide and 5 on MO- 
482. Perphenazine had slight to marked 
effect on the secondary symptoms of 10 pa- 
tients and 1 patient with primary symptoms 
became worse. Proketazine produced slight 
to marked improvement in 7 patients with 
secondary and 4 patients with primary 
symptoms. Nialamide and MO-482 had the 
most beneficial effect on the primary symp- 
toms of 10 and 5 patients and on secondary 
symptoms of 1 and 2 patients respectively. 
Three patients with secondary symptoms 
became worse with MO-482. One patient 
receiving 50 mg. proketazine died after 8 
weeks of treatment. Autopsy revealed gen- 
eralized arteriosclerosis and ischemic heart 
without histopathological evidence of drug 
reaction. Five patients on MO-482, 3 on 
nialamide, 1 on proketazine and 1 on per- 
phenazine became disturbed. With reduced 
medication, they became quiet and showed 
clinical improvement. Two patients on pro- 
ketazine became akathisic. Rigidity ap- 
peared in 1 patient on perphenazine and 3 
on proketazine. One patient on proketazine 
presented signs of generalized tremor and 1 
patient receiving perphenazine complained 
of drowsiness. A syncopal attack was ob- 
served in 2 patients receiving MO-482. 


Discussion 


The results indicate that the therapeutic 
efficacy of proketazine is about the same as 
that of perphenazine ; the number of pa- 
tients showing improvement with nialamide 
is larger than that with MO-482, but the 
clinical efficacy from nialamide is less than 
that observed with MO-482. Reserpine and 
phenothiazines in schizophrenics have been 
observed to counteract disorders of thought, 
hyperactivity or both(2, 3). Perphenazine 
and proketazine have beneficial effect in 
patients with delusions, hallucinations or 
with dereistic behavior. Nialamide and 
MO.-482 are effective in disturbances of 
affectivity, autism with detachment from 
reality, associational deprivation and ambiv- 
alence of affect and will. Phenothiazines 
fall into a generalized category of psycho- 
inhibitors and hydrazides into that of psy- 
choactivators. Phenothiazines have sedative 
as well as antipsychotic activity. By nature 
of this dual activity, these drugs reduce 
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hypermotility of behavior, aberrant thought, 
and the accompanying emotional overflow 
(4). The monoamine oxidase inhibiting 
hydrazides have more energizing effect than 
stimulating and thereby induce a feeling of 
well being (eudaemonia). The psycho- 
inhibitors are useful in alleviating hyper- 
activity, euphoria, delusions and hallucina- 
tions which are the side effects of the 
psychoactivators. 

Phenothiazines, reportedly having high 
incidence of side effects, are among the 
most effective phychotherapeutic agents ; 
our impression is that hydrazides follow the 
same pattern. Two of the 3 patients on 
nialamide and 2 of the 5 on MO-482 who 
showed secondary symptomatic disturb- 
ances improved after the discontinuance of 
treatment. 

There was no correlation between the 
dosage and degree of improvement since 
patients require individualization of ther- 


apy. 
SUMMARY 
Of 25 chronic schizophrenics in each 


group on perphenazine and proketazine, 11 


patients on each drug showed improvement. 
The patients with delusions, hallucinations 
and hyperactivity had the maximal benefit 
from these psychoinhibiting drugs. Of 25 
chronic schizophrenics in each group, 11 
improved with nialamide and 7 with 
MO-482. Seven patients on perphenazine 
and 8 on proketazine improved either to a 
moderate or marked degree. Moderate to 
marked improvement was seen in 3 and 5 
patients on nialamide and MO-482 respec- 
tively. Apathetic and autistic patients had 


the maximal benefit from the psychoacti- 


vating drugs. These drugs are relatively safe 
as no serious untoward clinical or labora- 
tory results were observed. 
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ATROPINE-LIKE POISONING DUE TO TRANQUILIZING AGENTS 


HARBHAJAN SINGH, M.D.1 


Atropine-like poisoning as a side effect of 
tranquilizers has been mentioned, from 
time to time, by some drug companies. 
Mahrer, Bergman, and Estren? reported 
an atropine-like poisoning reaction in a pa- 
tient treated 6 weeks with Pacatal and 
Compazine. The reaction was concomitant 
with the rise of atmospheric temperature 
and humidity. 

Mild anticholinergic reactions such as 
constipation, blurring of vision, dryness of 
mouth and skin, are very common side- 
effects of tranquilizers. The severe anti- 
cholinergic reaction (atropine-like poison- 
ing reaction) in the case mentioned above, 
was thought to have resulted from syner- 
getic reaction of Pacatal and Compazine. 


1Chief of Admissions and Intensive Treatment 
area, Mental Health Institute, Independence, Iowa. 
2Am. J. Psychiat.: Oct. 1958. 


We have recently observed such atropine- 
like reaction in a patient treated with Nar- 
dil (phenylethylhydrazine) and Tofranil 
(imipramine hydrochloride). 


C. V., a 55-year-old white female was 
admitted to our hospital for the third time in 
May 1960, because of depression, self de- 
preciation and guilt feelings. Her case was 
diagnosed involutional depressive reaction. On 
May 10, she was put on Nardil—15 mg. q.i.d. 
but there was no significant response. On May 
23, she was put on I.M., Tofranil—25 mg. 
t.i.d. Twenty minutes after receiving the first 
injection, the patient became agitated, tremu- 
lous and delirious. This was followed by 
generalized clonic convulsions and _hyper- 
thermia of 105.8° F. Physical findings revealed 
fushed face, warm dry skin and dry mouth. 
Pupils were dilated and not reacting to light, 
pulse 200/min., respiration 30/min. There was 
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no response to pin prick or other stimuli, Other 
physical and neurological findings were nega- 
tive, 

Patient was treated with Aspirin, IM. 
sodium amytal, and LV. fluids. She was also 
covered with a wet sheet upon which 2 fans 
were directed. In 4 hours the temperature came 
down to 100.5° F., the convulsions stopped 
and patient started to respond. After 12 hours 
her temperature was down to 99° F., her pupils 
were still somewhat dilated and did not react 
to light until 48 hours later. 

Laboratory studies of urinalysis and CBC, 
on admission and on 2 consecutive days after 
the reaction, were within normal limits. An 
EEG taken 2 days following the reaction, was 
normal. 


Discussion 


Since it is not yet fully known how 
various tranquilizers and energizers work 


synergetically, it is difficult to ascertain if 
the reaction (a) was due purely to Tofranil 
which, though an energizer, has a chemical 
structure similar to phenothiazines, (b) if 
it was due to synergetic action of Tofranil 
and Nardil (monoamine oxidase inhibitor ) 
or (c) if it was due to any idiosyncrasy on 
the part of the patient. 

Two years ago we had another patient 
who developed a similar reaction to a com- 
bination of Pacatal and Sparine (both phe- 
nothiazines ). The case was not reported. 

The present case is being reported in 
order to caution the simultaneous use of 
various tranquilizers and energizers and to 


emphasize the need of further research in 
this area. 


CLINICAL AND THEORETICAL OBSERVATIONS ON PHENELZINE, 
(NARDIL '), AN ANTIDEPRESSANT AGENT * 


CAPTAIN ROBERT A. COLE, anp CAPTAIN MYRON F. WEINER * 


Apathy, anergy, withdrawal, and depres- 
sion are symptoms of many functional and 
organic central nervous system disturb- 
ances. Frequently, psychotherapy alone 
does not produce sufficient, or sufficiently 
rapid improvement. In this situation, drug 
therapy seems to be a logical primary or 
adjunctive treatment. 

Phenelzine inhibits the in vivo action of 
monoamine oxidase, an enzyme found in 
greatest concentration in brain tissue in the 
hypothalamus and brain stem. Monoamine 
oxidase oxidizes a number of monoamines, 
including serotonin, at a rapid rate and has 
a distribution in the brain corresponding to 
that of serotonin. Monoamine oxidase in- 
hibitors have been of value in states char- 
acterized by psychic and physiologic de- 
pression. Although there is no unequivocal 


1 Trade Mark, Warner Chilcott Company. 

2 Presented February 5, 1960, at the Third Annual 
Meeting of Air Force Internists and Allied Specialists, 
USAF Hospital, Lackland, Lackland Air Force Base, 
Texas. 

This paper represents the personal viewpoints of 
the authors and is not to be construed as a statement 
of official Air Force policy. 

3 Psychiatry Service, USAF M.C., USAF Hospital, 
Lackland, Tex. 


proof, it might be postulated that a state of 
relative serotonin deficiency exists in cer- 
tain areas or pathways of the brain. Rhyth- 
mic, pulsatile activity has been seen in 
oligodendrocytes in tissue culture. There 
is evidence to indicate that oligodendro- 
cytes may participate in the removal of CO, 
from the environment of the active neuron, 
that their function may be related to the 
formation and maintenance of myelin, or 
that they may act as “insulators” of synaptic 
areas on the surface of neurons. These data 
indicate that oligodendrocytes may be im- 
portant in the process of active neural con- 
duction. The rate of pulsation of oligoden- 
drocytes in tissue culture increases when 
serotonin is added to the culture medium. 
Reserpine, which reverses or counteracts 
many of the physiologic effects of serotonin, 
has been known to produce depressive 
symptoms. Reserpine-like substances de- 
crease the rate of pulsation of these cells, 
thus demonstrating a physiological activity 
correlating with a corresponding change in 
psychological activity. 

The ability of phenelzine to “energize” 
apathetic patients and to counteract depres- 
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sion was evaluated clinically by the authors. 
On the basis of the signs and symptoms of 
apathy, anergy, withdrawal, and depres- 
sion, 31 patients were selected. Included 
in the group were 14 cases of neurotic de- 
pression, 4 cases of chronic brain syndrome 
with depression, 2 cases of involutional 
melancholia, 8 depressed schizophrenics, 
and 3 non-depressed schizophrenics. There 
were 14 males and 17 females, both in- 
patients and outpatients, ranging in age 
from 17 to 59. The mean duration of symp- 
toms was 15 months, with a range of from 
1 week to 6 years. Periodic physical and 
mental status examinations, liver function 
studies, and routine hematologic studies 
were done. The degree of improvement 
was estimated both clinically and by the 
subjective reports of the patients. The drug 
was administered for periods up to 6 
months in doses ranging from 15 to 45 mg. 
per day. Usually, 15 mg. was given t.i.d. 
for 1 to 4 weeks, followed by a gradual 
reduction to a maintenance dosage of 15 
mg. per day. No external controls were 
used. Many of the patients served as their 
own controls, having previously undergone 
prolonged trials of therapy. 


Sixty-eight per cent of the entire group 
showed improvement. In general, some 
signs of improvement were shown during 
the first week of treatment. The symptoms 
of withdrawal, anergy, apathy, depression, 
weight loss, anorexia, agitation, somatic 
complaints, and insomnia were rated in- 
dividually. With the exception of agitation, 
each symptum showed improvement com- 
mensurate with the overall rate of improve- 
ment. There was no correlation between 
duration or severity of symptoms and re- 
sponse to phenelzine. None of the non- 
depressed schizophrenics improved. No ab- 
normality of hematologic or liver function 
studies occurred. Side effects consisted of 
one case of marked euphoria, two cases of 
severe agitation, one case of transient severe 
headache, one case of transient insomnia, 
one case of a single missed menstrual peri- 
od, one case of transient ankle edema, one 
case of postural hypotension and a 
“drugged” sensation, and 4 cases of a spon- 
taneous decrease in smoking. The case of 
euphoria responded to a reduction in dos- 
age. Increase in agitation generally re- 
sponded to chlorpromazine, 100-200 mg. 


per day. 


A COMPARATIVE CONTROLLED STUDY WITH 
CHLORDIAZEPOXIDE * 


MARSHALL E. SMITH, M.D.’ 


Three distinct studies were undertaken 
with a new psychotherapeutic agent, chlor- 
diazepoxide, in the treatment of psychotic 
and/or psychoneurotic patients. The first, 
a pilot study on 10 chronic schizophrenic 
patients, established the drug’s safety and 
calming effect with a lessening of anxiety, 
and provided information as to dosage and 
onset of action. 

With this knowledge the second study 
was initiated, a comparative blind evalua- 
tion employing 3 groups of 15 patients each, 
matched as to age (average 41 years), dur- 
ation of illness (average 12.5 years ) and pre- 
dominant symptomatology (chronic schizo- 
phrenia in 37 and manic-depression in 4). 

1 Librium, Hoffmann-La Roche Inc., Nutley, N. J. 

2124 Whitfield St., Guilford, Conn. 


Group A received placebo ; Group B, chlor- 
promazine; Group C, chlordiazepoxide. 
Two patients from Groups B and C were 
lost from the study for reasons not con- 
nected with drug administration. Medica- 
tions were identical in appearance. Initial 
dose was one capsule (50 mg. of active 
material) t.i.d. with increases of one cap- 
sule every three days until a total of 12 to 
14 capsules per day was reached. Incre- 
ments depended on therapeutic response 
and absence of side effects. The study lasted 
for 14 weeks. Evaluation was based on 
general impressions of the observers and on 
a rating behavior scale. 

Five categories were formulated to in- 
dicate results of treatment : maximal—com- 
plete disappearance of symptoms and ability 
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to participate in the hospital treatment 
program ; moderate—partial disappearance 
of psychotic symptoms and change in be- 
havior ; minimal—no change in symptoms 
but partial change in behavior ; no change ; 
and worse—psychotic symptomatology more 
apparent and behavior more uncontrolled. 

Results were maximal in 1 patient re- 
ceiving chlordiazepoxide; moderate in 1 
patient receiving chlorpromazine and 2 
who received chlordiazepoxide; minimal in 
5 of the chlordiazepoxide group. Thus im- 
provement occurred in 8 patients on chlor- 
diazepoxide therapy, 1 patient on chlorpro- 
mazine therapy and none of the patients on 
placebo medication. There was no change 
in 5, 8 and 5, respectively, in Groups A, B, 
and C. Ten patients became worse on place- 
bo, 4 and 2 respectively on chlorpromazine 
and chlordiazepoxide. 

Side effects in patients who received 
chlorpromazine in doses above 400 mg. 
daily were : extrapyramidal stimulation in 
4 and ataxia in 3. In patients receiving 
chlordiazepoxide in doses above 600 mg. 
daily (20 times the recommended dose), 
extrapyramidal stimulation was seen in 4 
and ataxia in 2, while 2 patients experienced 
hypermotor activity on 150 mg. daily. Rou- 
tine laboratory studies performed at 2-week 
intervals revealed no toxic effects on the 
liver, blood or kidneys in any patient. 

In the third study, an additional 143 
patients, including 87 chronic schizophren- 
ics, 31 acute psychotics and 25 psycho- 
neurotics, were treated with chlordiaze- 
poxide for from 12 to 20 weeks and the 
patients followed up to 8 months. Using 


the same criteria for evaluation as in the 
blind study, varying degrees of improve- 
ment were shown in 65 or 74.7% of the 
schizophrenics, 11 showing no change, and 
11 becoming worse ; in 17 or 54.8% of the 
acute psychotics, 5 without change, and 
9 worse. In 7 of the 11 patients with anxiety 
reactions the response observed permitted 
them to enter into psychotherapy. A marked 
response was noted in 3 of 6 obsessive-com- 
pulsives and a good response in 3 of 6 
patients suffering from neurotic depression. 
In the latter 3 patients a great deal of 
anxiety and agitation was coupled with de- 
pression, while the 3 who did not respond 
did not initially demonstrate a great deal 
of tension and anxiety. 

Two patients with psychophysiologic gas- 
trointestinal disturbances became asympto- 
matic after 1 and 5 weeks of therapy re- 
spectively, and have remained asymptomatic 
for 5 and 8 months following its discon- 
tinuation. At doses ranging from 250 mg. to 
400 mg., considerably higher than those 
used by earlier investigators, the side effects 
observed were: ataxia, 9, extrapyramidal 
stimulation, 7, hypermotor activity, 6; and 
ataxia and extrapyramidal symptoms, 3. 
When the dose was cut in half the hyper- 
motor activity decreased in 72 hours in all 
cases. 

Chlordiazepoxide was found to be an 
effective agent for the relief of anxiety and 
tension with an associated improvement in 
social behavior. Patients entered into treat- 
ment and ward activities more readily and 
in most cases were more accessible to 
therapy. 
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In order to ascertain the value of using 
energizers in treating chronic schizoprenic 
patients, various studies have been con- 
ducted but the results have been somewhat 
contradictory and inconclusive. 

The use of new potent phenothiazines, 
Stelazine (trifluoperazine) and Prolixin 
(fluphenazine) in treating regressed and 
apathetic chronic schizophrenic patients has 
been somewhat promising. 

The aim of this study was to ascertain 
the effects of one of the most potent anti- 
psychotic tranquilizers (Stelazine) and a 
potent psychic energizer (Parnate)? in 
treating chronic withdrawn apathetic pa- 
tients. The subjects in this study were 25 
(12 males and 13 females) withdrawn, 
apathetic, regressed, chronic patients se- 
lected on the basis of having been treated 
in the past with various tranquilizers, in- 
cluding Stelazine, but having shown no im- 
provement, whatsoever. Their immediate 
environment, ward placement and partici- 
pation in hospital activities were kept as 
nearly the same during the study as before. 
Each patient was kept off all medications 
for at least one month before starting the 
study. By this manner of selection, it was 
hoped that the patients would act as their 
own controls. This preliminary study lasted 
for 6 weeks. 

Patients’ ages ranged from 28 to 75 years 
with a mean age of 50.1 years. They had 
been hospitalized continuously from 2 
months to 35 years with an average hos- 
pitalization period of 12.9 years. Their of- 
ficial diagnoses varied as follows : 
Schizophrenia, all types 
Manic-depressive Depressed 
Manic-depressive Manic 


1 Chief of Admission & Intensive Area & Director 
of Education & Research, respectively, Mental Health 
Institute, Independence, Iowa. 

2 Trifluoperazine & S.K.F. 385 (a new mono oxi- 
dase inhibitor) supplied by S.K.F. Laboratories. 
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A PRELIMINARY REPORT ON THE USE OF STELAZINE AND 
PARNATE IN CHRONIC REGRESSED AND WITHDRAWN PATIENTS 


HARBHAJAN SINGH, M.D., anp RICHARD M. FREE, M.D.! 


Mental Deficiency with Psychosis .... . 
Mental Deficiency with Behavioral Re- 

action 
C.B.S. with Huntington’s Chorea 
C.B.S. with Alcoholic Deterioration ... 1 
Psychoneurotic Reaction, Depression .. 1 


PROCEDURE 


All patients were started, simultaneously, 
on Stelazine (2 mg. b.id. or tid.) and 
Parnate (10 mg. t.i.d.). Weekly dosage ad- 
justment of only one drug was attempted at 
a time, first with Stelazine until optimum 
dosage, or a dose of 5 mg. b.id. was 
reached. After this, adjustment of Parnate 
was tried up to optimum level or maximum 
dose of 20 mg. q.i.d. All patients were told 
that they were going to be treated with a 
new drug which might help them. Labora- 
tory studies consisted of weekly estimation 
of C.B.C., sedimentation rate, Alkaline 
phosphatase, and urinalysis. Blood pressures 
were recorded twice weekly except as 
otherwise indicated. 

Evaluations were made weekly. Patients 
were rated as “much improved,” “improved,” 
“same,” and “worse” depending on collec- 
tive agreement of the doctor, nurse, and 
patient. 

The points stressed in rating were : les- 
sening of psychomotor retardation, more 
socialization, manageability, display of af- 
fect and interest, and decrease or disap- 
pearance of hallucinations and delusions. 

Eight of the 25 patients had to be taken 
off the study because of severe hypotensive 
reaction (4), increase in Alkaline phos- 
phatase (3), and acute psychotic excite- 
ment (1). 

At the end of 6 weeks the final ratings 
were as follows : 


Much improved ....... el 23.5% 
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Treatment with Stelazine and Parnate 
seems to have been helpful in all diagnostic 
categories tried in this study. All of them, 
however, had common denominators : 
chronicity and withdrawal. In the “much 
improved” category there were 2 schizo- 
phrenics, 1 mental defective with psychotic 
reaction, and 1 manic-depressive manic. In 
the “improved” category there were 5 
schizophrenics, 2 manic-depressive de- 
pressed, 2 mental defectives with psychosis. 
In the “same” category both were schizo- 
phrenic patients, while the “worse” cate- 
gory had 1 schizophrenic patient and 1 
C.B.S. with Huntington’s Chorea. 


Mild side effects noted included agitation, 
insomnia, akathesia, drowsiness, difficult 
micturition and hypotension. 


SUMMARY 


The combination of a very potent tran- 
quilizer and an energizer was tried on 25 
chronic regressed, withdrawn, patients with 
various diagnoses. Eight of the patients had 
to be dropped from the study because of 
complications. The results of the present 
pilot study are promising; however, the 
above-mentioned combination of drugs re- 
quires further trials and research before 
more definitive conclusions can be reached. 
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Like Paracelsus, Georg Ernst Stahl is 
better known for what his contemporaries 
and later medical writers said against him 
than for what he himself represented. How- 
ever, he was undoubtedly one of the most 
influential medical theorists of his time, and 
as is usual, he was attacked as an enemy of 
the point of view of his attacker. To the 
materialist of his day he was a pietist, and 
to the spiritualist he was a materialist. Actu- 
ally he was neither. He was a most radical 
realist with an amazing differential sensi- 
tivity which placed him on a new, higher 
level between the two major camps. True, 
he was difficult to understand. He wrote a 
baroque Latin mingled with contemporary 
German expressions. If we did not have the 
admirable translation of his Theoria Medica 
Vera by the psychiatrist Karl Wilhelm Ide- 
ler, in the beautiful and lucid German of a 
Romantic essayist, we would be hopelessly 
lost in trying to understand him. In this 
remarkable Germanization, the brilliance of 
Stahl’s basic deductions becomes wonder- 
fully clear. 

As Paracelsus once stood up against the 
alchemistic metaphysicists and tried to clear 
the air for the formulation of natural scien- 
tific laws, so Stahl stood up against the “man 
a machine” mechanistic materialism of his 
age. He applied his rationalistic thinking to 
the differentiation between matter and 
organism: A living organism cannot be 
only mechanically functioning matter ; the 
body begins to disintegrate at the moment 
of death ; life must be an addition to mat- 
ter. This additional element Stahl designates 
as “animus,” which, however, is not a 
deistic spiritual element but a “motus,” as 
he calls it in his Latin, a movement, a dy- 
namic element—which was, in the following 
century, designated as “psyche.” The Ger- 


1 Editor of The Nervous Child, 30 West 58th St., 
New York 19, N. Y. 
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GEORG ERNST STAHL (1660-1734) 


ERNEST HARMS, Pu.D.! 


man medical historian Kirchoff believed 
that it was identical. with Hippocrates’ 
“physis.” The placing of the human psyche 
“between heaven (not spiritual) and earth 
(not a physiological element),” as he him- 
self expresses it, is the great achievement 
of Stahl. Despite the claims that the psy- 
choanalytical concepts of this century were 
the first to have developed the dynamic as- 
pect of psychology, its real discoverer and 
first representative was G. E. Stahl. Stahl’s 
starting point was the need for a clear teleo- 
logical concept as the basis of human exist- 
ence ; the final result was what, in its most 
modern form, C. G. Jung has formulated as 
the human psyche as a closed unit of a 
dynamic system. It was especially this clear 
and systematic thinking that accounts for 
Stahl’s great influence, which during his 
time extended all over Europe. 

To be historically objective one must 
hand to Paracelsus the palm for having 
initiated psychotherapy by his demand that 
the insane be viewed not as persons pos- 
sessed by the devil and punished by God, 
but simply as sick human individuals. But 
Stahl’s influence on the development of psy- 
chiatry was no less great, since he was the 
first to demand concrete psychological treat- 
ment. Although hardly a practitioner in the 
care of the insane, one of his most important 
writings, his De Animi Morbis (1708), was 
devoted to psychiatric treatment methods. 
He clearly distinguished between mental 
diseases resulting from actual bad behavior 
and those physiologically conditioned, 
among which delirium was for him the 
most characteristic. He also clearly dif- 
ferentiated between psychosomatic and 
somato-psychological influences. The lat- 
ter, normal functions, he described in 
great detail in his more scientific version 
of the old concept of the four tempera- 
ments. He saw animus functions as in- 
fluencing the body psychosomatically in 
a dual way, by contracting and extend- 
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ing—a concept that attained its classical 
form in Goethe's “systole and diastole.” Ab- 
normal functioning of the animus is the 
major cause of all insanity. Kirchoff cor- 
rectly pointed out that the first clear psy- 
chiatric differentiation—Langermann’s dio- 
pathic and sympathic mental ailment—goes 
back to this concept of Stahl’s. There can be 
no doubt that the great psychiatrists of the 


past century—Reil, Heinroth, and Griesinger 
—were profoundly influenced by Stahl, who 
was their major source of thought. When 
the history of psychiatry matures to become 
an objective survey and not merely the 
history of this or that school of psychiatric 
thought, it will have to recognize Georg 
Ernst Stahl as one of the four great fathers 


of psychiatry. 
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PERFECTION AND RETREAT 
by Eart D. Bonn, M.D. 


A Gentleman 


A gentleman, the soul of honor 
Preferred the rose 

Because of its thorns 

Preferred to punish himself 
And incidentally others 
Pleasures for him 

Were three parts pain 

A knight, he fought for truth 
Rather than for men and women 
Fearful, he did brave things 
Weak, he became strong 

To endure, to grasp, to suffer 


Never was he satisfied 

Until too soon 

He broke his lance 

Against astonished Death 
- And ended gratefully 

A dutiful existence 


“Excelsior” 
He knew frustration all his life 
And while he raged at compromise 


He had to deal with men less wise 
And could not find a perfect wife 


And when he tried to write a book 
He could not get beyond page one 
So much there was still to be done 
A point he could not overlook 


Poor boy, he thought that he was right 
To climb a mountain late at night 

A snowdrift cooled the fevered quest 
Of one who gave up good for best 
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the water recedes 


The Next Step 
Let the dull crowd climb 


I remain 

In my own perfection 
In my own province 
Where I make the rules 
Reject the burden 
Take the dream 

Not unhappy as I sleep 


Across a gulf 
Hands stretch out 
I almost pity them 
From my nest 
Beneath the heart 


Lover and loved 
Subject and object 
In the clear pool 

I see myself 

Safe from 

The next step 


Perfectionist 
I follow a star that is 


Above the heads of men 
Athirst I stoop to drink 


My lips never touch completion 
Always Alpha, Alpha, Alpha 
Never Omega period finis end 
Too much becomes too little 

Is there some fault 

That makes perfection perfect? 
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Infant-Adult Without Love 


Mother and Wife and Nurse Love's substitute, ambition grew 

Three in one He worked all day and grudged his 
She feeds me sleep 

Wheels me At times he worked the whole night 
With other babies through 

On the Boardwalk Such toil as made the angels weep 

She is my slave 


“I toil not, neither do I spin” And when he reached his pinnacle 


Ruler of a tiny realm The goal to which his labor led 


He faced the inadmissible 
And put a bullet througa his head 


Master of Time 

Secure in my dependence 
Powerful in my weakness 
To some extent, I live 


Queen 


The Queen of beauty 
Withdrew to her castle 
Double Denial On a lonely hill 
Where all winds moaned 
“Buy me golden shoes, Mother, And no children played 
And a servant to make them shine.” . 
“You shall have what you choose, My Son, Around the house 
Because you are wholly mine.” Tiny graves for those children 
Who never were 
“Give me your house and lands, Mother, No people came 
Give me a coach and four.” But many ghosts 


“I place them in your hands, My Son, 

I wish I could give more.” Her disciplined thoughts 
Never strayed 

“Tomorrow I must die, My Son, Beyond the walls 

Comfort me while I live.” No sorrow, no grief 

“Why should I answer your cry, Mother, Embedded in the amber 

When you have nought to give.” Of her self sufficiency 
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After a period of a generation or more 
in psychiatry, one is tempted to interrupt 
the lively present with “flash-backs” to 
earlier decades. As a budding medical 
man the “roaring twenties” fascinated me, 
—the feverish thirst for new knowledge and 
a better way of life that usually follows great 
wars. In the young discipline of psychiatry 
it took the form of rooting out the evil 
“id” from man’s unconscious. Evil was in- 
born to our Victorian parents as they looked 
around at the cruel sweat shops, the slums, 
and the worshipping of money as though it 
had personality in its own right. To be sure, 
doctors in the twenties along with everyone 
else were making money in the booming 
market, but it was mostly an adventurous 
game plus a spirit—of general rebellion 
against the old status quo with its sticky and 
over-rigid conformity patterns. 

Another “flash-back,” to the next decade, 
sees these same doctors seriously discussing 
their professional futures through the smoky 
glasses of the economic depression. Those of 
us in teaching positions literally had to 
snatch live bodies from the charity clinics 
to teach with before the local medical so- 
ciety could declare these people “out of 
bounds.” They could afford to pay $.25 a 
visit to their family doctor, so what right 
had they to be treated free in the tax-sup- 
ported general hospital! Indeed, the thirst 
for new knowledge in this decade was pe- 
culiarly lacking, or so it seemed, except for 
the few whose livelihood depended on re- 
search along with their teaching. 

The favored ones in those days, including 
doctors, were those on salary. In that bitter 
day most people were more concerned with 
holding onto their jobs for bread and butter 
than with the advancement of knowledge. 
Visits to veterans hospitals before the period 
of re-vitalization of the Veterans Adminis- 
tration following World War II were de- 
pressing indeed. Many doctors in our pub- 
lic institutions who got their jobs more 
through “pull” than skill slept at staff con- 
ferences and made little or no contribution 
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to the advancement of the specialty. It was 
heart-breaking for the few dedicated career 
doctors in these organizations. It was in 
general a dull, contracted constipated era. 

Flash-back Number Three!—The post- 
war mid-forties found doctors pouring out 
of armed services full of ambition and 
idealism to practice the kind of compre- 
hensive medicine they had enjoyed in the 
better Army hospitals and clinics where 
the sick soldier had the benefit of specialists 
pooling their knowledge in practically all 
fields for his benefit. I watched these same 
doctors as they came home eager to do the 
same for their civilian patients. It was a 
joy to feel their enthusiasm and to know 
that they truly held the practice of 
good medicine above other considerations, 
whether that was solo practice in rural 
areas or some form of group practice in 
the city. 

Flash-back Number Four!—Medical needs 
of the public had so piled up during the 
war that every doctor soon found his office 
swamped with patients. Money seemed of 
little consequence to the latter. An appoint- 
ment with their doctor was all that mat- 
tered. The doctor had to meet this civilian 
emergency the best he could. Coronaries as 
well as money came more readily to doctors 
than ever before,—big cars, big suburban 
homes, but with little time to enjoy them or 
the wives and children who lived in them. . 
Many of these over-worked physicians ex- 
pressed deep concern over the situation. 
Not enough doctors were available to help 
them handle the loads much less do the 
kind of job they had hoped to do. Many of 
these able men would have taken full time 
teaching and research positions had enough 
medical school openings existed. More and 
more hospitals were built and fortunately 
more and more doctors’ buildings erected 
where the practitioner and the specialist 
could confer and at the same time advance 
each other’s knowledge. The financial situa- 
tion of the country was such that had there 
been twice the number of psychiatrists in 
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private practice their offices too would have 
been filled with patients apparently willing 
and able to pay their doctor as well as the 
mounting costs of hospitalization. This busy 
period of lush practice enabled both doctor 
and patient to profit by a wave of compre- 
hensive medical practice never seen before. 
Contrary to some savants whose opinion I 
respect the Money-happy Fifties have not 
really left the medical profession less of a 
“profession” and more of a “trade.” Doctors 
have been blamed for a situation they did 
not create and could not by themselves 
change. A great depression and a World 
War left powerful repercussions. 

Contemporary 1960’sI—No recession is 
yet in sight but thoughtful doctors are 
worried about their profession. Can it meet 
the needs of the future? In spite of doc- 
tors’ large incomes there are fewer ap- 
plicants for medical school and fewer “A” 
students in proportion applying, if we take 
the country as a whole. All traditional fields 
of graduate work, I understand, are having 
recruitment problems. New alluring fields 
are now competing for the able student, of- 
fering prestige as well as earlier financial 
returns. A few more medical schools are 
opening, but hardly enough to catch up 
with our expanding population. Doctors are 
as busy or busier than ever. As neglected 
post-war medical needs were met and new 
insurance plans developed, the public's ap- 
petite for more and better medical care 
resulted. As Ford’s higher wages policy 
enabled workers to buy more automobiles, it 
also bought more medical care. Higher 
wages for laborers often carried with them 
health insurance benefits which pay up to 
$10,000 for prolonged illnesses. But woe to 
the white-collared man today who does not 
work for such a firm ! One prolonged mental 
or physical illness can take his house and 
automobile away. 

In time this will be remedied we hope by 
voluntary health insurance, or certainly by 
some equally efficient as well as economical 
system of medical care. In the meantime, 
however, there are and will be for some 
time ahead a large number of respectable 
people who cannot afford private medical 
care and yet do not want to feel they are 
therefore second class citizens. Doctors 
cannot alone remedy this situation. They 


cannot help with the high cost of hospital- 
ization. While private and public insurance 
agencies are working out these basic prob- 
lems, doctors, bankers and hospital adminis- 
trators could help make this transition 
period much less catastrophic for this im- 
portant segment of our citizenry. Nowhere 
in the private practice of medicine is this 
so-called two-class society more in evidence 
than in psychiatry. There are far too few 
private practitioners of psychiatry in this 
country as a whole to solve the problem. 
Many large communities never had a psy- 
chiatrist in private practice until after 
World War II. The practice of psychiatry in 
the community is young with tender shoul- 
ders. Nevertheless, there are some things we 
might be able to do besides making our 
prices reasonable, as was again urged on 
all physicians recently by Dr. Louis M. Orr, 
Retiring President of the A.M.A. It is not 
charity from doctors that people want, but 
some organized resource whereby one can 
at least see a doctor when he is most in need 
of one at fees geared to his pocket book. 

In this regard there is an interesting ex- 
periment in cutting down the waiting list 
in a child guidance clinic with which I am 
acquainted. Private psychiatrists might do 
some similar experimenting along these 
lines. This clinic decided to open a Thurs- 
day afternoon emergency psychiatric exam- 
ination clinic for parents and their problem 
children. After an intake interview by a 
skilled social worker, both child and parents 
were seen first together then separately for 
the first hour. A conference was then held 
by the psychiatric resident and social 
worker with a senior staff person as con- 
sultant and recommendations agreed upon ; 
then a final session with the parents with 
or without the child present, and the exam- 
ination was dictated for the record. 

This afternoon clinic cut the traditional 
treatment waiting list of the clinic to less 
than half. It did more than that. The clinic 
was able to refer half of these cases to 
other agencies in the community for help, 
with the clinic staff offering “stand by” con- 
sultation service when needed. The families 
so referred felt satisfied with such an exam- 
ination and were reported to have cooper- 
ated well with the other agencies to 
whom they were referred,—such as visiting 
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teachers, family welfare agencies, pedia- 
tricians, etc. In one month three adolescents 
with incipient schizophrenia were referred 
to hospitals, two having full health in- 
surance coverage through their fathers’ firms 
for private hospital treatment. Incidentally 
they were previously unaware of this kind 
of coverage. 

Today when some psychiatrists are de- 
liberately taking extra time off to cut in- 
come, adaptation of this or some other plan 
to their own way of working could render 
crucial help to many at the time when an 
expert appraisal of their problems is most 
needed. Needless to say the referring family 
physician is always grateful for such exam- 
ination and recommendations. With the 
community paying the salary of the social 
workers, fees taking care of the overhead, 


and each psychiatrist volunteering two 
hours of time each wvek, I see no reason 
why such an examination and referral serv- 
ice by psychiatrists in private practice could 
not be put into operation. Unfortunately 
creative ideas and good motivation often go 
to waste for lack of proper machinery to 
express them. Here is where experts in psy- 
chology, social work and community plan- 
ning could help us. 

Let us not wait for others with less train- 
ing in the social side of medicine to act for 
us as they might do all too quickly. Where 
the need is made evident may we not as- 
sume that psychiatrists in private practice 
will be found willing to sacrifice a lucrative 
afternoon in their offices to give clinic serv- 
ice such as outlined ? 

S. S. A. 


INTOLERANCE 


The intolerance of old age is matched by the intolerance of youth. The cure for the 
former is the memory of one’s past. The only cure for the latter is contained in the 
sad experiences which no generation can escape. 


—C. CHarLes BuRLINGAME 
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GENETIC FACTORS IN SCHIZOPHRENIA 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 
Sm: The good article in the May issue, 
“Genetic Factors in Schizophrenia,” by Dr. 
Ian Gregory, indicates that, although there 
is suggestive evidence that heredity may 
play some role in the etiology of this dis- 
ease, the studies published up to the pre- 
sent fail to support the hypotheses ad- 
vanced as to a specific genetic mechanism. 
These studies have all dealt only with overt 
schizophrenia and treated it as a single 
condition rather than the group of diseases 
Bleuler hypothesized may exist. As a partial 
antidote to the pessimism which this in- 
validation of previous work may engender, 
I wish to note an alternative approach 
which has proved more rewarding in the 
study of other human diseases. (I have 
drawn heavily from the ideas of Neel, J. V., 
expressed in Am. J. Hum. Genet. 7: 1-14, 
1955, and in Medicine 26: 115-153, 1947.) 
In a number of diseases, a variation from 
the normal so mild as not to be called illness 
has proved in the study of pedigrees to be 
rather easily fitted into the small whole 
number ratios of classical genetics, while the 
morbid condition which was an exaggera- 
tion of the minor variation appeared in a 
distribution which was genetically mean- 
ingless. Using gout as one of various pos- 
sible examples, with elevated blood uric 
acid as the minor variation, elevation ap- 
peared in the parents, siblings, and chil- 
dren of individuals with elevations in num- 
bers approximating the 1: 1 ratio which 
suggests a single dominant gene almost 
completely penetrant. Appearance of gout 
in these families was sporadic, meaning that 


if overt disease had been the criterion 
studied, the genetics of this disease would 
be no better understood than that of schizo- 
phrenia. 

“Schizoidness” or various partial compo- 
nents of the schizoid personality may well 
be more consistent with gene behavior than 
schizophrenia. The problems immediately 
arise as to which traits are exclusively 
schizoid, as to where to draw the line be- 
tween abnormality and normality for any 
component trait, and as to whether these 
traits may be determined by environment. 
It seems to me unnecessary, even undesir- 
able, to decide which component traits on 
which to concentrate prior to the collection 
of pedigree data. Possibly it could be found 
that some indices behave as if inherited, 
others as if learned (as, for example, almost 
always present if present in mother but 
seldom present if present in father), while 
still other indices would lack predictabil- 
ity. Among indices which could be tested 
are various facets of mental status, develop- 
mental history, psychological test items, and 
physiologic measurements. Discovery of 
even one index which behaves like a gene 
would be a step toward an etiologic classifi- 
cation of mental illness from the present 
descriptive classification. As an index of sus- 
ceptibility, it would be a help to researchers 
attempting to determine what environ- 
mental factors promote or hinder develop- 
ment of overt schizophrenia(s). 


Willard S. Schwartz, Jr., M.D., 
Resident, Western Psychiatric 
Institute and Clinic, 
Pittsburgh, Pa. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm: Thank you for the opportunity to 
comment on the letter from Doctor Schwartz 


concerning my recently published analysis 
of genetic factors in schizophrenia. 

It is true that certain disorders (such as 
gout) may be irregularly manifested among 
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a larger group of individuals having a met- 
abolic anomaly attributable to single gene 
inheritance. It is not quite correct, however, 
to state that all genetic studies on schizo- 
phrenia have hitherto dealt only with overt 
schizophrenia and ignored the possible 
transmission of more widespread latent 
“schizoid” tendencies. 

Kallmann has postulated that the potenti- 
ality for overt schizophrenia is inherited as 
a simple autosomal recessive unit charac- 
teristic with incomplete penetrance and ex- 
pressivity (determined by a genetically non- 
specific constitutional defense mechanism ). 
He also speculates that both homozygotes 
failing to manifest overt schizophrenia and 
individuals heterozygous for the pathologi- 
cal gene (who must number 20 to 25% of 
the general population to conform with this 
theory) may have either a schizoid or nor- 
mal type of personality, and that the princi- 
pal genetic derivation of involutional psy- 
chosis is from the schizoid personality. 

There are many reasons why the majority 
of human geneticists are not prepared to 
accept simple formulations of this nature 
concerning the possible contributions of 


heredity to the etiology of most common 
psychiatric syndromes such as the schizo- 
phrenias. Clinical psychiatric diagnoses, for 
example, are not sufficiently precise—both 


American and British studies indicating 
about 30% disagreement between major di- 
agnostic categories used to describe the 
same patients in different but nearby hos- 
pitals. 

The complex data that have accumulated 
appear to preclude any single gene hypo- 
thesis of causation for either (a) all vari- 
eties of overt schizophrenia or (b) any 
larger category (schizoid or other), a cer- 
tain proportion of which included all vari- 
eties of overt schizophrenia. Three alterna- 
tive hypotheses (that are not mutually ex- 
clusive) were considered briefly in my 
article: 1. Predominantly environmental 
causation, 2. Genetic heterogeneity, 3. Poly- 
genic inheritance. 

The improbability of a single gene basis 
for the whole of “schizophrenia” (or of 
“schizoid personality” ) does not exclude the 
possibility that genetic factors may be im- 
portant or even essential determinants of 
at least some varieties of schizophrenia. The 
current lack of certain knowledge should 
stimulate the search for more objective di- 
agnostic criteria, and their application in 
extensive family investigations. 


Ian Gregory, M.D.., 
Department of Psychiatry, 
University of Minnesota. 


URINARY EXCRETIONS 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm : I read with great interest the paper 
of F. Christine Brown, Ph.D., J. B. White, 
Jr., B.S., and J. K. Kennedy, M.D. about 
the “Urinary Excretion of Tryptophan Me- 
tabolites by Schizophrenic Individuals.” 

In 1927 and 1928, E. Scheiner, M.D. pub- 
lished two papers, entitled “Reazione nera 
(Buscaino), reazione dell’ uroroseina, rea- 
zione di Millon nell’ urina di amenti e de- 
menti precoci” and “La Reazione di Mil- 
lon nell’ urina delle psichosi tossiche,” in 
which he stated that the urine of schizo- 
phrenics has an increased content of aro- 


matic amines. My superior at that time, 
Prof. Wagner-Jauregg asked me to check 
Dr. Scheiner’s findings and I obtained the 
same results as Dr. Brown, J. B. White, and 
Kennedy with the methods available at 
that time, namely that there is no increased 
urinary excretion of aromatic amines in 
schizophrenia. My findings were published 
in the Jahrb. f. Psych. & Neur., Vol. 47, 
P.1, in an article entitled “Ueber die von 
Scheiner angegebenen vier Harnuntersu- 
chungsmethoden.” 


Edith Klemperer, M.D., 
New York, N. Y. 
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DYNAMIC ORIENTATION 


Editor, Taz AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sim : Dr. Mark Stewart’s letter about posts 
requiring a “Dynamic Orientation” from ap- 
plicants says something that long needed 
saying. But this is not the only unfair prac- 
tice that our Association tolerates. For many 
years appointments to academic posts in 
psychiatry, psychology, and social work 
have been made, openly or tacitly, only to 
those who have completed a personal 
analysis. Karl Jaspers! drew attention to 
this violation of academic freedom. Need- 
less to say, someone who dissented from the 
main doctrines of psychoanalysis would 
not be regarded as successfully analysed. 

Furthermore, scepticism about the value 


1 Nervenarzt, 1950, 21: 465. Quoted in Lancet, 
1951, i, 459. 


ot psychotherapy is regarded by some as 
disloyal, and its expression has been serious- 
ly proposed as punishable by our Associa- 
tion. This is not the attitude of mature men, 
sure of the basis of their convictions. Criti- 
cism of physical methods of treatment by 
contrast is acceptable and even praise- 
worthy. 

What a stroke of salesmanship was the 
appropriation of this word dynamic! 
Freud's deterministic system, with the time- 
less unconscious and the repetition compul- 
sion, should much more appropriately be 
called psychostatics. Dynamic seems a more 
suitable adjective for psychiatrists who em- 
phasise the individual's creative possibil- 
ities, and his power to synthesise new ways 
of living, unpredictable from his past. 

Elliott Emanuel, D.P.M., 
Dorval, Que., Canada 


CARRYING ON 


Man continues to live because he is a living creature, not because reason convinces 
him of the certainty or probability of future satisfactions and achievements. He is 
instinct with activities that carry him on. Individuals here and there cave in, and most 
individuals sag, withdraw and seek refuge at this and that point. But man as man 
still has the dumb pluck of the animal. He has endurance, hope, curiosity, eagerness, 
love of action. These traits belong to him by structure, not by taking thought. 

—Joun Dewey 


INTELLIGENCE 


It is customary among a certain school of sociologists to minimise the importance of 
intelligence, and to attribute all great events to large impersonal causes. I believe this 
to be an entire delusion. I believe that if a hundred of the men of the seventeenth 
century had been killed in infancy, the modern world would not exist. And of these 
hundred, Galileo is the chief. 

—BERTRAND RussELL 
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NEWS AND NOTES 


Papers oF Proressor C. K. Ciarke.— 
Through the generosity of his daughter, 
Miss Emma de V. Clarke, Dr. Clarke’s 
papers have been presented to the Depart- 
ment of Psychiatry of the University of 
Toronto, where this valuable historical ma- 
terial will be available for study. 

In accepting Miss Clarke’s gift on behalf 
of the Department, Professor Aldwyn Stokes 
spoke in appreciation of Dr. Clarke’s great 
contribution which is becoming increasing- 
ly recognized. 

Dr. Clarke was the first professor of psy- 
chiatry in the University of Toronto (1906- 
1924). He had also served as Dean of the 
Medical Faculty, and during World War I 
had been head of the Department of Psy- 
chology and superintendent of the Toronto 
General Hospital. He was the first director 
of the Canadian National Committee for 
Mental Hygiene and held that position un- 
til his death in 1924. He had been superin- 
tendent of Ontario Mental Hospitals both 
at Kingston and Toronto. He established 
the first outpatient psychiatric clinic for 
children in Canada. He was the first Cana- 
dian to serve on the editorial board of the 
American Journal of Psychiatry. 

Considering his pioneering work and his 
constructive leadership throughout his long 
professional life, C. K. Clarke may be 
ranked as the preeminent representative of 
the mental health field that Canada has pro- 
duced to date. 


Tue New Jersey In- 
sTITUTE.—The 8th annual Psychiatric Insti- 
tute will be held at Princeton, N. J., Sept. 
14, 1960, beginning at 9 a.m. The theme will 
be Psychiatry in Foreign Lands. President 
of the APA, Robert H. Felix will preside. 

The assignments are: France, Holland, 
Belgium—Dr. Barton; Russia—Dr. Leben- 
sohn; Pakistan, Thailand, Indonesia—Dr. 
Morse ; Japan—Dr. Balser. 

At the dinner meeting at 7 p.m. at the 
Princeton Inn, the third annual Nolan D. 
C. Lewis Award will be presented. 
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AMERICAN ACADEMY OF PsyYCHOTHERA- 
pists.—The fifth annual conference of the 
Academy will be held in Cleveland, Ohio, 
on October 15 and 16, 1960, at the Hotel 
Carter. The title for this meeting will be 
“Psychotherapy—Healing or Growth.” The 
format will be based on a phenomenologi- 
cal approach rather than according to 
schools of psychotherapy. There will be at 
least four panelists. The discussion is to be 
impromptu and no paper is to be read. It 
will be chaired by Dr. O. Spurgeon Eng- 
lish. The attendance will meet in small dis- 
cussion groups and formulate questions for 
the panel. For further information write to 
Dr. Bill J. Barkley, Chairman, 1856 Coven- 
try Road, Cleveland Heights 18, Ohio. 


O. T. Newstetrer.—This publication is 
available free of charge from the Editor, 
Alan H. McLean, M.D., I. B. M. Corp., 590 
Madison Ave., N. Y. 22, N. Y. and not from 
the Mental Health Materials Center as 
stated in the July issue. The publication 
Troubled People on the Job is available at 
.50c from the Center, 104 E. 25, N. Y. 10, 
N. Y. 


Docrorate Nursinc Scrence.—Dean 
Marie Farrell of the Boston University 
School of Nursing announces that a Doctor 
of Nursing Science degree, the first doc- 
torate in the country which specifically 
identified nursing in the degree title, has 
been established at the Boston University 
School of Nursing. 

The first doctoral offering is in psychiatric 
nursing, with programs in other clinical 
areas to be instituted in the next two to 
four years. 

Previously, the highest level of training 
offered at the School was the Certificate of 
Advanced Professional Specialization, con- 
sisting of a minimum of 30 semester hours 
of advanced study beyond the master’s de- 
gree. The new degree program calls for a 
minimum of 60 semester hours’ credit in 
advanced, directed study, plus a doctoral 
dissertation. 
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Overall, the objective of the advanced 
psychiatric nursing program will be to de- 
velop further the nurse’s role, to include 
well-defined psychotherapeutic responsibili- 
ties which she undertakes in collaboration 
with the psychiatrist. Extension of this 
nurse-therapist’s role into research, teach- 
ing, administration and consultation will be 
further utilization of the knowledge gained 
in her doctoral study. 

Generous financial support for the es- 
tablishment of this program has been 
granted to the University by the National 
Institute of Mental Health. 


Karen Horney ANNIVERSARY.—To com- 
memorate the 75th anniversary of the birth 
of Karen Horney, the Association for the 
Advancement of Psychoanalysis is sponsor- 
ing a symposium on “Alienation and the 
Search for Identity,” November 5 and 6, 
1960 in the Carnegie Endowment Interna- 
tional Center in New York City. The main 
sub-topics will be: “Alienation and the 
Self,” “Alienation and Culture,” and “Ali- 
enation and Therapy.” Some 20 speakers 
will participate. 


REsEARCH FOUNDATION OF THE NATIONAL 
AssociaTION FOR Mentat Heatta.—This 
new unit of the National Association will 
allocate grants for projects and programs 
concerned with the causes, prevention and 
treatment of mental illnesses. It will also 
provide fellowships for medical students in- 
terested in research on mental illness. 

The foundation will assume the functions 
of the research department of the National 
Association for Mental Health, which has 
been functioning since early 1959, and 
which has to date allocated $208,500 in re- 
search grants. 

President of the research foundation is 
Dr. Harold Elley of Wilmington (Del.), 
formerly chief of research of I. E. duPont 
de Nemours Company. Its director is Dr. 
William Malamud, who also serves as di- 
rector of Professional Services of the Na- 
tional Association for Mental Health. Dr. 
Malamud is also director of the Schizo- 
phrenia Research Committee of the Su- 
preme Council 33° A. A. Scottish Rite, 
Northern Masonic Jurisdiction. The Scottish 


Rite grants are disbursed through the Na- 
tional Association for Mental Health. 


Tue AMERICAN PsycHosomatic Society. 
—The Society will hold its 18th annual 
meeting at Chalfonte-Haddon Hall in At- 
lantic City, April 28, 29, and 30, 1961. 

The Program Committee would like to 
receive titles and abstracts of papers (9 
copies ) for consideration. Time allotted : 20 
minutes. The deadline for abstracts (not 
more than 2 typewritten pages) is Decem- 
ber 1, 1960. 

Abstracts should be addressed to the 
Chairman, Morton F. Reiser, M.D., at 265 
Nassau Road, Roosevelt, New York. 


ANNALS OF THE New York ACADEMY OF 
Scrences.—This publication, dated April 22, 
1960, is given over to the topic “The Organ- 
ization of Psychiatric Care and Psychiatric 
Research in the Union of Soviet Socialist 
Republics” by Dr. Nathan S. Kline of Co- 
gg University and Rockland State Hos- 
pital. 

Dr. Kline treats the subject under the 
headings of Organization of Psychiatric 
Care, Organization of Psychiatric Research, 
and Generalizations from Psychiatry to So- 
ciety, followed by five appendices : Psychi- 
atry in Czechoslovakia, Research Activities 
in Soviet Institutes, Neuropsychiatric Facili- 
ties in the U.S.S.R., Research Plan of the 
Academy of Medical Sciences and Resolu- 
tion on Academician I. P. Pavlov. 


INTERNATIONAL SyMPostuM, ExTRAPyRA- 
MIDAL SysTEM AND NEvuROLEPTICs.—This 
symposium, organized by the Department 
of Psychiatry, University of Montreal, will 
be held at the University, November 17, 18 
and 19, 1960. The symposium will be intro- 
duced by J. Delay and P. Deniker (Paris), 
and eminent speakers from Germany, 
France, England, Switzerland, Belgium, the 
United States and Canada will participate. 

The main subjects for discussion are : 1. 
Anatomy and Physiopathology, 2. Pharma- 
cology, 3. Parkinson’s Disease, 4. Extra- 
pyramidal Syndromes and Clinical Psychi- 
atry, and 5. Special Topics. 
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For information write to Jean-Marc Bor- 
deleau, M.D., Secretary of the Symposium, 
Department of Psychiatry, University of 
Montreal. 


Dr. Rosert Roesster To Heap Wiscon- 
sin Psycuiatric Instrrute.—The appoint- 
ment of Professor Robert Roessler, Chair- 
man of the Department of Psychiatry, as 
Director of the Wisconsin Psychiatric Insti- 
tute was recently announced by the Regents 
of the University of Wisconsin. The dual 
appointment serves as a means of combin- 


ing in effective teamwork Wisconsin’s clini- 
cal, educational and research resources in 
the field of Mental Health. 

Dr. Roessler has been Asst. Prof. of Neu- 
ropsychiatry since 1950. He received the 
B.S. in Philosophy from the University in 
1942 and a M.D. from Columbia in 1945. 
He became Acting Chairman of the Depart- 
ment of Psychiatry in 1956 and permanent 
Chairman in 1957. Under his leadership, an 
integrated residency program with the De- 
partment of Public Welfare has been de- 


veloped. 


EFFECT OF EDUCATION 
Great minds are pre-eminently good or bad, and education makes them better or 


worse. 


—OSLER 


GOVERNMENT 


Popular government or democracy is going to fail if left solely to the official class. 
There must be a volunteer class of strong, capable men offering their services and 
interesting themselves actively in the affairs of the government. 


H. WELcH 
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BOOK REVIEWS 


Human Porentiauities. By Gardner Murphy. 
(New York: Basic Books, 1958, pp. 340. 
$6.00.) 


This book poses the central problems of our 
time, and promises answers. It asks the ques- 
tion “Where is mankind headed ?” with the 
clear implication that the reader will be handed 
a time table, a map, and a set of directions. 
“One of America’s foremost psychologists,” the 
jacket proclaims, “dramatically shows us how 
we can, by our own free choices, control not 
only our destinies, but those of countless 
generations to come.” 

Unfortunately, the promised potentialities 
remain unfulfilled. It is doubtful whether we, 
or the “countless generations to come,” can 
derive more from this volume than an interest- 
ing statement of Gardner Murphy’s views on 
the nature of human evolution. It is his central 
premise that human nature has changed and 
is changing. Should we become aware of the 
nature of ongoing changes, and of our role in 
determining them, we may control them for 
the better. Presumably the book is intended 
to aid in this process. And since it is mainly 
the scientist who would provide the awareness 
and determine the improvements, it is to him 
that the book is implicitly addressed. 

Man, at present, is a cumulative composite 
of 3 “human natures.” The first is close to 
that of our simian ancestors. It derives satis- 
faction from all manner of activity, experience, 
and learning. But soon certain experiences 
and activities come to be reinforced, and the 
process of “canalization” sets in, which creates 
the “second human nature.” Here man be- 
comes progressively molded along lines de- 
termined by particular cultures, and these 
molds harden. Despite the pressures with 
which cultures stifle inventiveness and seek to 
perpetuate their preferred systems of habits 
and percepts, a quest for understanding, an 
insatiable curiosity arise. This is the “third 
human nature.” 

In the process of exploring and changing 
the world, man himself becomes changed. 
There is no boundary between man and his 
environment (an adaptation of Lewin’s “life 
space”), the two are inextricably linked and 
evolve together. We can therefore shape our- 
selves by shaping the world, and vice versa. 
This is the argument. Nothing less, and very 
little more. This disappointingly simple and 
relatively superficial argument is stated in 
language which frequently glows, and some- 


times sparkles. Describing mankind’s present 
dilemma, for instance, Murphy remarks that 
“there appears to be no escape for any of us 
but to hide in the hills in the hope that radio- 
active fallout will somehow not drift into our 
caves.” In his chapter on “rigidity” he tells 
us that “there is such a thing as being battered 
down, either dramatically or just quietly and 
steadily year by year, until one no longer 
looks up.” In a chapter on creative phases of 
history, we read : “We must demand always 
that proof be given that the impossible is 
truly impossible.” Children should be en- 
couraged to develop their creative potential ; 
one must study “the ways in which the fires of 
infancy can be gently transferred to the new 
furnaces of high creativity.” He describes this 
process elsewhere as “first support, a hand to 
hold ; then a few steps alone; then a race 
against time to see how much a short life can 
yield.” 

One cannot but experience delight at the 
exquisitely modulated phrases, the unexpected- 
ly appropriate words scattered throughout the 
book. Our First Human Nature wallows in 
this verbal confectionery. Our Third Human 
Nature, however, cannot but wonder whether 
some of these refinements might not have their 
origin, like the erotic extravagances of certain 
Oriental potentates, in the need to deviate from 
an excessively repeated pattern. 

Indeed, as we read through the book, we 
are assailed time and again with a feeling of 
déja vu which turns out to have a sound basis 
in external reality. Murphy experiences the 
same thoughts over and over, and repeats them 
mostly with minor variations. It is an uncanny 
experience to read page after page of itera- 
tions and reiterations, only to meet the now 
familiar ideas again, in a slightly different 
context, a few chapters later. The exposition 
of the 3 human natures, for example, consists 
of pages of synonymous descriptions. Ideas 
such as that by charging civilization we 
change human nature ; that man is one with 
his culture and with the “cosmos”; that we 
cannot extrapolate into the future because of 
emergents, and that we need more research 
(e.g., about eugenics), appear again and again. 
There are many cross-references, some of 
which seem to hold out the prospect of 
analyses that are never carried out, or pro- 
nounce as answered, questions that have hard- 
ly been posed. 

One frequently gains the impression that 
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the author regards a problem as solved merely 
because he has mentioned it, or assumes that 
a set of assertions constitutes an argument. He 
describes “cultural lag” for instance, and tells 
us that he has provided us with a clue for its 
explanation. He dismisses a major portion of 
contemporary social science—the concern with 
the development of organization man, suburbia, 
etc.—with a passing reference to impulses like 
the need to make discoveries. He resolves the 
issue of free will in 4 or 5 pages. He disposes 
of rationalism by calling it “dogmatic.” In 
many places, Human Potentialities contains 
assertions for which no factual or logical sup- 
port is offered. 

Occasionally empirical statements are made 
which are possibly subject to question. We are 
told that “mutations are constantly going on 
(probably one mutation for about 5 new 
births).” At another point we are told that 
young people could not be creative in times of 
depression or during post-war periods because 
“there was no great idea on whose wing they 
could fly.” What of the bulk of American and 
European literature which flourished in pre- 
cisely such times ? Possibly we have misunder- 
stood Murphy’s point, since some of the most 
impressive passages in the book are discussions 
of literature, music, and art—especially art. 
The author shows a familiarity with and a 
love for art which would do a professional 
critic or art historian justice. 

It is not a function of a reviewer to take 
issue with a writer's position on substantive 
matters, but it may be legitirnate to make such 
a position explicit. We note that Murphy in- 
troduces a mystical element into his book. 
He talks about man having “affinities,” “res- 
onance” or “isomorphism” with the universe, 
of mans structural relatedness to the cosmos. 
He endorses parapsychology, which he re- 
gards as supported by overwhelming evidence. 
He also takes a position in favor of eugenics. 
On the other hand, he has little to say about 
social improvements, about problems of in- 
equality, poverty, oppression or prejudice. He 
does not talk about economic or social rela- 
tionships. He makes no reference to the role 
of low status or economic deprivation in stunt- 
ing human potentialities. Murphy's feeling 
seems to be that our hope rests in the scien- 
tist, and not in the revolutionary. He sees 
understanding rather than social reform, as 
the key to the future. Some of us may quarrel 
with this emphasis, but it is certainly legiti- 
mate. By the same token, however, we need 
not accept Murphy’s implied contention that 
a disagreement with his position on, say, para- 
psychology, denotes narrowmindedness, in- 


tolerance, fear, or obstruction of progress. 
Merely because an idea falls outside the 
mainstream of science does not make it pro- 
gressive. It may be, of course, but on the 
basis of past experience the probabilities are 
against it. 

This reviewer found chapters on “rigidity” 
and “creativeness in our era” thought-provok- 
ing and impressive. He was less happy with 
a section on “biological changes in man” in 
which the author discusses eugenics (favor- 
ably), or a chapter in which he examines 
moral implications in science. For “least liked” 
chapter, this reviewer would nominate one 
which contains speculations about alternatives 
open to the world among possible “orders” of 
society. The selection of the alternatives pre- 
sented seemed to be somewhat arbitrary. 

It is unfortunately not possible, in due 
conscience, to end this review by recommend- 
ing Human Potentialities as bedside reading, 
as a professional reference book, or as a 
volume with therapeutic properties. It is a 
highly original and relatively systematic set 
of ideas about human nature and its evolution. 
Those who are interested in this sort of thing 
should find it rewarding. 

Hans H. Tocu, Px.D., 
Dept. of Psychology, 
Michigan State University. 


Tue Lire anp Trves or Hast- 
incs. By William H. McMenemy. (Edin- 
burgh: E. & S. Livingstone ; Baltimore : 
Williams & Wilkins, 1959, pp. 516. $10.00.) 


Study of the history of medical organizations 
often reveals the fact that they owe their 
existence and development to the enthusiasm 
of one man. The British Medical Association 
is.no exception to this rule, for it owes its 
existence to an English physician of great 
ability and charm, who saw the need for 
medical unity and had the foresight and 
energy to put his vision to practical use. 

Sir Charles Hastings was born in 1794, ap- 
prenticed to two apothecaries and appointed 
house surgeon to the hospital of Worcester, 
England, while still a teenager. As soon as 
circumstances permitted, he resigned his post 
to study in Edinburgh from which he emerged 
with an M.D. in 1818. He was determined to 
be the foremost physician in Worcestershire, 
and lived to see his ambition fulfilled. He was 
an acknowledged authority on diseases of the 
chest at the age of 26, and somewhat later, 
because of his desire to spread medical in- 
formation, turned his thoughts to journalism. 
In 1828 he started a journal known as the 
Midland Medical and Surgical Reporter. Un- 
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fortunately, after a period of success, the 
journal folded up as a result of the business 
failure of its publisher, Mr. Tymbs. 

Nothing daunted, Hastings promptly formed 
an association known as the Provincial Medical 
and Surgical Association, mainly to sponsor 
the medical journal he edited. Thanks to his 
careful planning, the association thrived from 
the start and Hastings became one of the first 
two secretaries, serving in this capacity for 
many years, and subsequently being appointed 
the permanent president or chairman of the 
council of this association. It is interesting to 
note that at the second meeting in 1833 when 
316 members had already gathered together, 
the whole progress of medicine and surgery 
for the year was reviewed by Dr. Barlow in 
one hour. Incidentally, the first American 
visitor to an annual meeting was Dr. Sweetser 
of Boston who was warmly welcomed in 1835. 

The present biography of Hastings and his 
times is aptly named, for McMenemy is con- 
cerned not so much with a personal biography 
as with a story of the interplay of Sir Charles 
Hastings’ ideas and activities, and the prob- 
lems of the day such as medical reform with 
the demands of licensing of practitioners and 
unification of qualifications in England, and 
the constant running battle between medical 
practitioners and the Poor Law authorities over 
the medical care of paupers. The Provincial 
Association which Hastings founded grew in 
strength under his wise guidance, while other 
rival societies founded in London withered 
away under internal conflict. Hastings con- 
stantly kept before him the need to keep to- 
gether the physicians, surgeons and general 
practitioners, and gradually wore down the 
criticisms of Thomas Wakley, the fiery editor 
of the Lancet, who began by castigating the 
Provincial Association and ended by admiring 
it. 

Yet even Hastings had his blind spots, for 
when the day came when London wished to 
join in and the time was ripe for renaming the 
society the British Medical Association, Hast- 
ings first opposed this move. However, when 
he eventually saw the need for a new name, 
he was the first to propose it, and the British 
Medical Association was born in Birmingham 
in 1855. 

There is very little in this book about the 
private life of Hastings, that is, assuming that 
his many activities in medical politics and his 
practice (which included the proprietorship 
of a lunatic asylum) left him any time for a 
private life. But his public activities are docu- 
mented to the last degree, and this book is 
obviously designed to be the definitive biog- 


raphy for many years to come. It is an essential 

for medical historians, and a near-essential for 

any student of medical politics. The story 

carries lessons for organized medicine even 
today. 

Stanuey S. B. 
Editor, The Canadian 
Medical Association Journal. 


MENTAL SuBNORMALITY, BroLocicaL, Psycuo- 
LOGICAL, AND CuLTuraL Facrors. By Rich- 
ard L. Masland, Seymour B. Sarason, and 
Thomas Gladwin. (New York: Basic 
Books, 1959, pp. 442. $6.75.) 


This book’s Introduction states : “The early 
planning and development of this program was 
actively sponsored by the ad hoc committee 
on mental retardation of the National Institute 
of Neurological Diseases and Blindness and 
the National Institute of Mental Health as part 
of their program development activities in this 
field. The National Association for Retarded 
Children received additional financial support 
from the Association for the Aid of Crippled 
Children, the New York Foundation, the Na- 
tional Institute of Neurological Diseases and 
ee and the National Institute of Mental 
Eealth.” 

This book is the result of very comprehen- 
sive surveys of presently known causative 
factors in mental subnormality, a term embrac- 
ing both mental deficiency (organic) and men- 
tal retardation (non-organic), so defined by 
the World Health Organization. 

While the book is by no means a primer in 
the subject of mental deficiency and requires 
a good deal of prior knowledge to adequately 
comprehend, it is of great value to those work- 
ing in the field. Indeed, careful reading might 
attract to the field those workers of varying 
professional background who are seeking out 
projects. 

Two separate works comprise the publica- 
tion, part one being a summary of the biologi- 
cal factors by Richard L. Masland, M.D., a 
neuropsychiatrist, and part two a discussion 
of the psychological and cultural factors by 
Seymour B. Sarason, Ph.D., a psychologist, and 
Thomas Gladwin, Ph.D., an anthropologist. 
The distinctly different approaches of the 
authors, reviewing the works of thousands of 
individuals in practically all disciplines, em- 
phasize the complicated multiple etiologies in 
mental deficiency and mental retardation. 

Masland presents the prenatal and post- 
natal organic causes very effectively, in- 
dicating what the near-future advances in 
genetics may be and the public health ap- 
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proaches to the study and control of environ- 
mental agents. He believes some prenatal factor 
is paramount in the majority of cases and 
although the biochemical approach is en- 
couraging, the problems in this field should 
be studied by multidisciplinary groups asso- 
ciated with universities. Masland expresses the 
psychiatric point of view in that biological, 
psychological and cultural factors all operate 
in the entire range of intelligence, and disputes 
the concept that “organic” brain damage ap- 
plies only to the severely defective group. 
Minor mental impairments extend into the 
normal population and the biological research 
that Masland has indicated has implications 
for universal mental health which must be 
integrated with those derived from work in 
the psychological and sociocultural fields. 

The second section considers in detail the 
validity, based on theoretical and cultural 
comparisons, of the concept of mental defect. 
It reviews in great detail those studies which 
indicate that the majority of those who are 
regarded as defective during their educational 
years prove to be adequate adults, and 
questions the value of traditional education 
for that group. 

Two chapters deal with the severely de- 
fective, pointing out the resemblance of their 
behavior to psychoses and the need to explain 
that behavior rationally, instead of dismissing 
it as due to organic defect. The authors make 
a strong plea for objective study of, and 
assistance to, this group, based on approaches 
devoid of defeatist assumption. 

Unfortunately, the style of the second 
section is of extremely polemic character. 
There is a “harping” quality about the ques- 
tions raised concerning education, IQ tests, and 
cultural influences in mental retardation. The 
authors, after reviewing considerable research 
in the matter, conclude that present psycho- 
metric tests fail to adequately predict adult 
problem-saving behavior, do not tap a suffi- 
cient variety of intellectual processes, are un- 
reliable, and are strongly weighted in the 
direction of maintaining middle and upper 
class social values. Although these points are 
all relatively true, they do not rule out the use 
of tests in conjunction with all the other 
criteria regularly used in diagnosing mental 
retardation. Such tests came into use long 
after the concept of mental deficiency. To 
pick on IQ as though it were to blame for 
creating a pseudo-problem is quite misleading. 

A series of recommendations for theoretical 
review, research and research centers, as well 
as personnel recruitment and training, conclude 
the second section. This book should serve 


as a valuable text in medical schools, depart- 
ments of sociology and psychology, and in 
schools of education. 
E. J. Encserc, M.D., 
Faribault State School and Hosp., 
Faribault, Minn. 


Esximo. By Edmund Carpenter, Frederick 
Varley, and Robert Flaherty. (Toronto : 
University of Toronto Press, 1959. $4.95.) 


The text of this large quarto volume is pro- 
vided by Professor Edmund Carpenter, of the 
Department of Anthropology at the University 
of Toronto, the reproductions of sketches and 
paintings, by the Canadian artist Frederick 
Varley, and the carvings, which illustrate many 
pages of the book by the late Robert Flaherty. 
The importance of this volume for students 
of the human mind lies in some rather aston- 
ishing facts which Professor Carpenter brings 
out. These relate to the extraordinary mechan- 
ical abilities of the Eskimo. Machines that 
cannot be repaired by experts are child’s play 
to an Eskimo who may never have seen such 
a machine before! Airplane engines that defy 
the trained mechanics are a lark to the Eskimo. 
Asked to draw a map of their island, a land 
mass of some 20,000 square miles, two Eski- 
mos who had never previously drawn a line in 
their lives produced maps so accurate that they 
differ only in the slightest details from those 
produced by the aerial cartographers. 

Has this remarkable faculty something to do 
with their constant training and necessity to 
orient themselves in relation to signs which 
appear non-existent to the non-Eskimo ob- 
server ? Is there a genetic factor involved here, 
or is it a matter of cultural conditioning, or 
both ? Evidently, both. But to what extent is 
this ability culturally conditioned and to what 
extent genetically ? Here is a nice problem for 
investigation. 

This is a charming and attractive account 
of Eskimos, anecdotal rather than systematic, 
and very reasonably priced. 

AsHLEey Monrtacu, Px.D., 
Princeton, N. J. 


InprIviuuM UND KRANKHEIT. GRUNDZUEGE 
EINER Inpivipva Patno ocie. (Individual 
and Disease. Fundamentals of an Individual 
Pathology). By Friedrich Curtius. (Berlin : 
Springer Verlag, 1959.) 

In his introduction, the author explains that 
anthropological medicine with its concern 
about the metaphysical meaning of the individ- 
ual case and with the establishment of a 
phenomenological, essentially intuitive apprais- 
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al of the personality cannot, despite all its 
importance, answer questions about the bio- 
logical constellation of the individual patient. 
He undertakes to show that “an objective, 
structural analysis of the individual combina- 
tion of conditions” can elucidate the individual 
case. Professor Curtius discusses types and 
concludes that the types are often too broadly 
conceived. As they, in the reviewer's opinion, 
never are “realized,” but represent only “ideal” 
frames, it is little wonder always to be faced 
with deviations of the individual from “his” 
type. It can be assumed, though, that in the 
“typical,” as a rule, constitutional factors come 
to manifestation. 

Constitutional factors play a role in patho- 
genesis, in the premorbid condition, in the 
individual way of response and in organ dis- 
positions. Not all these factors are exclusively 
constitutional in every single case : it belongs 
to the hard task of diagnosing to find out as 
much as possible about all the factors under 
consideration. The factors mentioned plus en- 
vironmental factors cannot but lead to the 
assumption of the pluricausality in the genesis 
of every case. 

There is, however, not only the pluricausality 
pathogenesis, in which the individuality of 
the patient is expressed ; it also makes itself 
noticed in the “shaping,” in the formation of 
his sickness (Krankheitsgestaltung). Here Karl 
Birnbaum’s notion of the pathoplastic is used 
with emphasis. 

The author demands that in any adjudgment 
of disease, justice be done to the “nosological 
reality instead of dogmatic fiction.” The par- 
ticular consideration of the individual ought to 
modify the “school” diagnosis through the in- 
dividual diagnosis. Such considerations are as 
necessary as they are useful in expert opinions 
(Begutachtung) and in respect to prognosis. 

Discussing therapy and the combination of 
diseases, the author devotes several pages to 
complications during pregnancy. 

The text is constantly enlivened and en- 
riched through case histories. There are 58 
illustrations, some of them in color. 

This is an unusually solid and important 
book. The author is the chief of a large medi- 
cal department in a communal hospital in 
Luebeck (Germany). He has built up this 
book on his own clinical experience which he 
has constantly and critically widened and 
broadened. He tries to be fair to certain psy- 
chological influences, some of which seem to 
blossom in German medicine nowadays, but 
his own attitude is clearcut scientific. Not with- 
out a certain humor does he make the state- 
ment that the notion of unicausality only re- 


cently dropped in pathology, reenters the scene 
in psychosomatics. The author knows as well 
as any of the moder “Psychiker” (word and 
quotation marks are the responsibility of the 
reviewer ) that people with a labile autonomous 
nervous system respond accordingly to conflicts. 
He regrets the exaggeration of constitutional 
and hereditary factors as much as the one-sided 
emphasis on environmental influences. 

We are given here the fruit of indefatigable 
clinical work and—as if it were in an aside— 
are reminded that “facts” weigh more heavily 
than “theories.” 

Despite his clearly formulated attitude the 
author is open to all possibilities that may grow 
out of the present crisis of medicine. 

This book may well become a classic. 

EuceEn Kaun, M.D., 
Houston, Tex. 


SIGNIFICANT TRENDS IN MepicaL ReEsEARCH. 
The Ciba Foundation 10th Anniversary 
Symposium. Edited by G. E. W. Wolsten- 
holme, M.B., Cecelia O’Connor, B.Sc., and 
Maeve O'Connor, B.A. (Boston: Little, 
Brown & Co., 1959, pp. 356, ills. $9.50.) 


This volume exemplifies the great service of 
the Ciba Foundation and its parent Ciba 
Limited of Basle to medical education and re- 
search. Thirteen international authorities rep- 
resenting the range of contemporary research 
were invited to present those features of work 
in their fields which they considered most sig- 
nificant for future trends. Seven of these scien- 
tists are Nobel Laureates. Ample discussion 
followed each presentation. 

This three-day symposium held in London 
was undoubtedly one of the most important of 
the fifty symposia and colloquia originated by 
the Ciba Foundation and published by J. & A. 
Churchill, Ltd. Here we can only indicate the 
scope of the Symposium by listing the titles of 
papers and their authors in the order of presen- 
tation. They were : 

1. Molecular Structure in Relation to Bi- 
ology and Medicine, by L. Pauling of the Cali- 
fornia Institute of Technology. 

2. Fluorimetric Studies on Pyridine-Nucleo- 
tide Enzyme Complexes, by H. Theorell, Nobel 
Medical Institute, Stockholm. 

3. Chemical Basis of Virus Multiplication, 
by G. Schramm, Max-Planck Institute, Tiibin- 


gen. 

4. Population Dynamics of Body Cells, by 
Sir Macfarlane Burnet, Walter and Eliza Hall 
Institute, Melbourne. 

5. Genetics and Medicine, by J. Walden- 
strém, Malmé Allminna Hospital, Malmé. 
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6. Ten Years of General Neurophysiology, 
by A. von Muralt, University of Berne. 

7. The Nature and Mechanism of Action of 
Hormones, by F. G. Young, University of Cam- 
bridge. 

8. Metabolic Problems Involving the Pan- 
creas, Choline, Insulin, and Glucogen, by C. 
H. Best, Banting and Best Dept. of Medical 
Research, University of Toronto. 

9. Research in Chronic Pulmonary Disease, 
by D. W. Richards, Columbia University, New 
York. 

10. Malignant Transformation : its Mechan- 
isms and Nature, by A. Haddow, University of 
London. 

11. Research in Clinical Nutrition, by J. F. 
Brock, University of Cape Town. 

12. The Quantitative Approach to Disease— 
Exemplified by Essential Hypertension, by Sir 
George Pickering, University of Oxford. 

13. Factors Influencing the Substance and 
Dimension of Medical Research in the United 
States, by J. A. Sannon, National Institutes of 
Health, Bethesda. 

Sir Harold Himsworth presided over the 
Symposium. In his closing remarks Sir Harold 
Himsworth observed that when, with the intro- 
duction of the experimental method into medi- 
cine by William Harvey, it became possible for 
the basic medical sciences to advance rapidly 
while the clinical branches lagged behind at 
the observational level. In recent years however 
it has been possible to apply experimental 
techniques to the living patient and clinical 
medicine is rapidly catching up. We are now 
entering the stage “where it is possible to con- 
sider the whole of medical knowledge again 
as one intellectual continuum.” This present 
symposium is evidence of that fact. moh 

.B.F. 


Essays INpivipvat Psycno.ocy. Edited by 
Kurt Adler and Danica Deutsch. (New 
York: Grove Press, Inc., 480 pp., 1959. 
$2.95.) 


In this book Kurt Adler, the son of Alfred 
Adler, and Danica Deutsch have gathered 
more than 50 articles written over the years by 
psychiatrists and psychologists who use pre- 
dominantly Adlerian concepts and methodolo- 
gies in handling their psychotherapeutic prob- 
lems 


The topics discussed in the treatises range 
over a wide field and are grouped into 4 main 
sections: philosophical concepts, theoretical 
principles, therapeutic procedures and case 


presentations. One is at once struck by the 
freshness, directness and clarity of expression 
as well as the lack of devious thinking, at- 
tributes that were so characteristic of Alfred 
Adler and which apparently have filtered 
through to his followers. This is indeed ad- 
mirable when it does not lead to over-simplifi- 
cation or superficiality, pitfalls that have been 
successfully avoided by all contributors. As a 
result the overall style makes for lively, in- 
teresting and stimulating reading. 

It is very important that a book such as this 
should have appeared at this time for, as 
Joseph Wilder states in his introductory re- 
marks “—most observations and ideas of Alfred 
Adler have subtly and quietly permeated mod- 
ern psychological thinking to such a degree 
that—the question is not whether but rather 
how much of an Adlerian one is.” If this is so, 
and the evidence seems to support this asser- 
tion, a presentation such as the one before us 
is most timely. 

In a short review it is impossible to do 
justice to the efforts that have gone into the 
work of writing the articles and editing this 
volume. Suffice it to say that we are presented 
here not with a text book on Adlerian psy- 
chology but rather with a bird’s eye view and 
a description of many of his concepts together 
with their practical employment. 

Most interesting, too, are the articles which 
link Adlerian Individual Psychology with other 
orientations, such as those of Freud, Jung, 
Existentialism, various group methodologies, 
psychodrama, Meier's intermediary distantial 
therapy, Gondor’s graphic play therapy and 
others. This very enumeration shows once 
again how widely Adlerian thinking has pene- 
trated into virtually all of psychotherapy. 

Thus I think that we owe Alfred Adler most 
humbly a vote of profound thanks. Moreover, 
it is heartening to know that his daughter 
Alexandra and his son Kurt, in collaboration 
with Danica Deutsch and many other psycho- 
therapists are keeping his thinking and method- 
ologies alive and growing by having formed 
and by directing the Alfred Adler Consultation 
Center and Mental Health Clinic in New York 
which perform the double function of therapy 
and research. 

To this reviewer it seems that Essays in In- 
dividual Psychology should be on the desk 
(not merely on the shelf) of every psych 
therapist, irrespective of his or her specific 
persuasion or emphasis of orientation. 

Wo r, M.D., 
New York, N. Y. 
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“‘THORAZINE’, introduced in 1954, is still the most widely 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. It is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharma- 
ceutical research 
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CL ROCHE}, 5 mg and 10 mg 
HE A THE SUCCESSOR TO THE TRANQUILIZERS 


successor in specificity: relieves anxiety, agitation and tension, and 
liberates the patient from destructive fears. 


successor in safety: not encumbered by depression, lacks autonomic 
or extrapyramidal side effects. 


successor in versatility: covers the entire meprobamate area of therapy 
plus a significant portion of the phenothiazine area plus the difficult 
middle ground between the two. 


successor in effect: acts with remarkable promptness; preserves mental 
acuity; produces a feeling of well-being, and a broadening of interest. 


Consult literature and dosage information, available on request, before 
prescribing. 
Published reports on Librium: 1. 1. H. Harris, Dis. Nerv. System, 21:(Suppl.), 3, 1960. 


L. O. Randall, ibid., p. 7. 3. J. M. Tobin, I. F. Bird and D. E. Boyle, ibid., p. 11. 
. H. A. Bowes, ibid., p. 20. 5. J. Kinross-Wright, I. M. Cohen and J. A. Knight, ibid., p. 23. 
. H. H. Farb, ibid., p. 27. 7. C. Breitner, ibid., p. 31. 8. I. M. Cohen, Discussant, ibid., p. 35. 
. G. A. Constant, ibid., p. 37. 10. L. J. Thomas, ibid., p. 40. 11. R. C. V. Robinson, ibid., 

. 43. 12. S. C. Kaim and I. N. Rosenstein, ibid., p. 46. 13. H. E. Ticktin and J. D. Schultz, 
ibid., p. 49. 14. J. N. Sussex, ibid., p. 53. 15. I. N. Rosenstein, ibid., p. 57. 16. D. C. English, 
Curr. Therap. Res., 2:88, 1960. 17. T. H. Harris, J.A.M.A., 172:1162, 1960. 18. G. L. Usdin, 
J. Louisiana M. Soc., 112:142, 1960. 19. I. N. Rosenstein and C. W. Silverblatt, paper read at 
Pan American Medical Association, 35th Anniversary Congress, Mexico City, Mexico, May 2-11, 
1960. 20. K. Rickels, ibid. 21. N. Toll, Dis. Nerv. System, 21:264, 1960. 


LIBRIUM® 4-oxide hydrochloride 
ROCHE LABORATORIES « Division of Hoffmann-La Roche inc. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients) : 


® 

A 1. Alexander, L. (35 patients). C of dep - 
Use of meprobomote combined with benactyzine (2-diethy! 
ominoethy! benzilate) hydrochloride. J.A.MA. 166:1019, March 
\, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients) 


Meprobomate and benactyzine hydrochloride (Deprol) as od 

benactyzine + meprobamate junctive therapy for patients with odvanced cancer. Antibiotic 

Med. & Clin. Theropy 6-648, Nov. 1959. 3. Bell, J. L., Tauber, 

H., Santy, A. and Pulito, F. (77 patients}. Treatment of depres- 

sive stotes in office practice. Dis. Nerv. System 20.263, June 

iti j 1959. 4. Breitner, C. (3! potients): On mental depressions 
Composition: Each tablet contains Dis. Nerv. System 20.142, (Section Two), May 1959. §. Land- 
1 mg. 2-diethylaminoethy] benzilate mon, M. (50 eotients): Choosing the right drug lor the 

Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. 8 

400 mg. meprobamate. (128 pati ents) Treatmert of depression—New technics and 
i i -pDi therapy. Am. Pract. & Digest Treat. 10.1525, Sept. 1959 

Supplied: Bottles of 50 light pink, Fn Pesmtiaten, V. M. (135 patients). Meprobomate-benactyzine 
scored tablets. (Depro!) in the treatment of chronic brain syndrome, schizo- 
: . phrenia and senility. J. Am. Geriatrics Soc. 7.656, Aug. 1959 

Dosage: Usual starting dose is 1 tablet 8. Rickels, K. ond Ewing, J. H. (35 patients}: Deprol in depres. 
sive conditions. Dis. Nerv. System 20.364, (Section One}, Aug 

q.i.d. When necessary, this dose may 1959. 9. Ruchwarger, A. (87 potients) Use of Deprol (mepre- 

be gradually increased up to bomate combined with benactyzine hydrochloride} in the 
office treatment of depression. M. Ann. District of Columbio 

3 tablets q.i.d. 28.438, Aug. 1959. 10. Settel, E. (52 potients). Treatment of 

depression in the elderly with a meprobomate-benactyzine 

hydrochloride combination (Depri!}. Antibiotic Med. & Clin 

Therapy 7:28, Jan. 1960. 11. Splitter, S. R. (84 patients). The 

core of the anxious and the depressed. Submitted for pub- 
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Dependable, 
daytime sedative. - 


Broad margin of safety. Vir- = 
DISRU PTS tually no drowsiness. Over a 
a quarter century of successful 2 
clinical use. Alurate is effec- 4 
TREATMENT tive by itself and compatible 4 


with a wide range of other drugs. 


To avoid barbiturate identifica- 
tion or abuse, Alurate is avail- 


able as Elixir Alurate (cherry-red) 


and Elixir Alurate Verdum 
(emerald-green), 
Adults: % to 1 teaspoonful of either 


Elixir Alurate or Elixir Alurate 


Verdum, 3 times daily. 
ALURATE®—brand of aprobarbital 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche tne 4 
i | Nutley 10, N. J. 3 
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Stelazine 


brand of trifluoperazine 


to help you reach 
the chronic psychotic 


Because of its clinically demonstrated effec- 
tiveness in the treatment of chronic psychotics, 
‘Stelazine’ therapy should be tried for such 
patients, no matter how discouraging the re- 
sults of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awaken- 
ing effect on chronic patients “who had 
previously been lacking ambition, initiative, 
or interest in their surroundings.” 


delusional and hallucinatory 
trends alleviated 


‘Stelazine’ also ‘alleviated delusional and hal- 
lucinatory trends and facilitated communica- 
tion and psychotherapy. ...To appreciate 
the significance of this progress, it must be 
remembered that these patients had spent 
years on closed wards, beyond the reach of any 
available form of therapy.” 


1. Allen, V. S.: Trifluoperazine in the Treatment of Drug-Resist- 
ant Schizophrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept.) 
1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 


: 
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how does Mellaril differ from other potent tranquilizers? 


Mellaril 


THIORIDAZINE HC! 
specific, effective tranquilizer 


provides highly effective tranqui/ization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 
blood dyscrasia 
dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Moderate to marked improvement in psychomotor behavior was obtained 
with Mellaril in 17 of the 22 cases in this series. In addition, there was 
complete elimination of extrapyramidal activity in 15 of 18 patients who had 
manifested Parkinsonian symptoms with the drugs previously employed. Our 
observations indicate that Mellaril is equally effective, or more so, than other 
phenothiazines in the treatment of various psychiatric disorders, but has a 
distinctly lessened tendency to induce extrapyramidal stimulation. In our 
experience, this is a significant contribution to the more effective manage- 
ment of larger numbers of disturbed patients.’”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*Khakee, A., and Hess, G. F.: Mellari! in the Treatment of Chronically Disturbed Patients: With Special 
Reference to Reduced Extrapyramidal Complications, Am. J. Psychiat. 116:1030 (May) 1960. 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON*. .. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON® 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - ocuiogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 


Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


; Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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SQUIBB ANNOUNCES 
once a day 
dosage for 

the psychiatric 

patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.?2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence —in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!-3 Less common effects have been hypotension,’ drowsi- 
ness,° agitation,” restlessness,4 and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5:© ‘pro. is « squiss 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, En SQUIBB 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. . " 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. \ Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and BOB? the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 f ; > 
(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: — Ingredient 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘AN ECTINE”’ 


Succinylcholine Chloride 


90 Seconds After Injection _--:180 Seconds After In 
* modified clonic phaseends normal respiration returns 
. (total time of shock procedure 
approximately 3 minutes average) 


| Comments from the literature: 
ra pid «,..method of choice.” 


re | axati on Nerv. System 19:1 (Jan.) 1958. 


recommend its use. 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid 


“, .. treatment of choice.” 


recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 


“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 


Complete literature available upon request. 


‘Anectine™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Injection ‘ANECTINE'!IV. | 60 Seconds After Injection 
- 1958. 
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COMPLICATES 
PHENOTHIAZINE 


oe MERCK SHARP & DOHME 
Division of Merck & Co., Inc 


(BENZTROPINE METHANESULF( 


COGENTIN is a most powerful antispasmodic,» 
enables the physician to continue the = 
NEW DOSE FORM: INJECTION COGENTIN, Img. per 


a true antidepressant 


remove the depression with new Nar di 


rapidly effective — antidepressant response 
often within a few days; complete remission 
usually within 2 to 6 weeks, in 4 out of 5 

Jow toxicity—no significant reports of tox- 
icity to liver, blood or kidneys.’ 


brand of phenelzine dihydrogen sulfate 


corrective—helps remove the depression, 
rather than merely masking the symptoms... 
restores the mild-to-deeply depressed patient 
without institutionalization and without re- 
course to ECT in most cases.'” 

simple dosage—1 tablet 3 times a day. 


1 
; 


INDICATIONS: Mild to severe depressions, depressions 
associated with chronic diseases such as angina pec- 
toris and rheumatoid arthritis. Improves the depressed 
phase of affective (manic-depressive) psychosis, and 
relieves the depression of catatonic schizophrenics, al- 
though not affecting the psychosis per se. SIDE EFFECTS: 
Occasional postural hypotension and infrequent nau- 
sea, ankle edema, delayed micturition or constipation 
are managed by appropriate adjunctive therapy, or 
dosage reduction. posace: One tablet three times a 
day. After remission, reduce to a maintenance level of 
1 or 2 tablets a day. suppLiep: Orange-coated tablets, 
each containing 15 mg. of phenylethylhydrazine pres- 


ent as the dihydrogen sulfate. Bottles of 100. CAUTION: 
Nardil should be withheld or used with extreme cau- 
tion where the patient has a history of liver disease or 
liver damage is present. Hypotensive patients should 
be ander close medical supervision. 


REFERENCES: 1. Sainz, A.: Ann. New York Acad. Sc. 80:780, Art. 3 (Sept. 
17) 1959. 2. Thal, N.: Dis. Nerv. System 20:197 (May, Pt. 1) 1959. 
3. Saunders, J. C., Kline, N.S., et al.: Am. J. Psychiat. 
116 :71, 1959. 4. Arnow, L. E.: Clinical Med. 6 :1573, 
1959. &. Dickel, H. A., et al.: Clinical Med. 6 :1579, 
1959. 6. Dunlop, E.: Rhode Island M. J. 42 656, 1959. 
7. Sainz, A.: Dis. Nerv. System 20 537, 1959. 8. Sar- 
wer-Foner, G. J., et al.: Canad. M.A.J. (in press) 
1959. 9. Hobbs, L. F.: West Virginia M. J. (in press) 
1959. 10. Dunlop, E. : Dis. Nerv, System (in press) 1959. mannis PLAINS. mo 
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LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 

Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. i. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:( Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. 1. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand of isocarboxazid 


ROCHE 
Division of 
Hoffma 
Nutley 10, N. J. 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


LOUDEN HALL 


Neuro - Psychiatric Service 


SHOCK THERAPY — IN AND OUT PATIENTS 
ELECTRO - ENCEPHALOGRAPHY - IN & OUT SERVICE 
SPECIALIZED TREATMENT FOR ALCOHOLICS 


GENERAL HOSPITAL FACILITIES ON THE GROUNDS 


THE BRUNSWICK HOSPITAL CENTER, INC. 
AMITYVILLE, L. I., NEW YORK 


AMityville 4-0053 
New York City Tel. MUrray Hill 3-7012 
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Founded in 1904 


HIGHLAND HOospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 
A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures— insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and ‘mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, gpm excep- 
Genel for phys sical and nervous rehabilitation. 
T-PATIENT NIC offers diagnostic services and thera- 
by treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
HN D. PATTON, M.D. 
Clinical Director 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
_ TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 
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A New Series Volume and a Treatise... . 


PROGRESS IN NEUROLOGY AND PSYCHIATRY; VOL. 15 
Edited by E. A. Spiegel, M.D. 

637 pages, $12.75, Oct. 1960 

Over 45 specialists once again combine forces to provide the new 1960 volume of 
this series, which has become an “institution” in American scientific literature. The 
pertinent current literature of both basic science and clinical facets of the field is 
critically digested, exhaustively documented: “. . . a most valuable reference system 
in research, theory and progress in the realm of neuropsychiatry.”—J. Nerv. & 
Ment. Dis. A limited number of the previous volumes are still available. 


STRUCTURE AND DYNAMICS OF THE HUMAN MIND 

By Eduardo Weiss, Ph.D. 

496 pages, $8.75, Oct. 1960 

Dr. Weiss provides a methodical exposition on the structure and dynamics of the 
human mind, integrating his own theories, and their applications, with valuable 
insights into other leading concepts of ego psychology. Drawing from his collabora- 
tion and study with Paul Federn, and his discussions and correspondence with 
Sigmund Freud, Dr. Weiss elicits a psychodynamic understanding of the processes 
of the mind, and provides provocative break throughs in appliable knowledge of 
the personality and its substructures. 


lG s GRUNE & STRATTON, INC. These books are available from 
381 Park Avenue South your medical bookseller or 
New York 16, N. Y. directly from the publisher. 


TAPE YOUR NOTES AND REPORTS ANYWHER 


complete with scotch grain leather 
case, microphone, built-in speaker, 3” 
ree! of tape and take-up reel 


PORTABLE AS A CAMERA 
© OPERATES ON 
4 FLASHLIGHT BATTERIES 


* Weighs just 5 pounds 
* Measures 9° x 5° x 414" 
* Records 50 hours on 4 
regular flashlight batteries 
* Gives up pot 1% hours of play on 
rd 3” reels of tape 


MODELS As Low as $79.95 


Tape your case notes—while your memory is still fresh—with 
Phono-Trix, the midget tape recorder that records anything, 
anywhere. ideal for group therapy, field notes, etc.—because 
it needs no wires. Use in office, home or car. Quality-built for 
years of usefulness and pleasure. Ask for demonstration at 
your local dealer or write for free booklet 


DEPT. JP 

MATTHEW STUART & CO., INC. 

156 Fifth Avenue, New York 10, N. Y. 
GENTLEMEN: 

Please send me full details on Phono-Trix and the 
name of my nearest dealer. 


VERSATILE Telephone pick-up and Name 
ACCESSORIES amplifier 8.95 
GIVE ADDED FUN Stethoscope earphones 8.95 Address 
AND USEFULNESS AC adapter 19.95 
City ____Zone___ State 
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An advanced 
psychiatric 
Research and treatment 
clinic in suBuRBaN 
montreal. 


A fully accredited, 140 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 
Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient's comfort 

and enjoyment. 


Affiliated with the University 
of Montreal artment 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 
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ERT PREVOST 


6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


CARE and TRAINING for the 
- MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies. 


SIX COMPREHENSIVE PROGRAMS: 


© Observation and © Residential Supervision 
Diagnosis © Summer Program 

© Education and Training ® Psychiatric Treatment 

© Custodial Care Center 


The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills. 
Children live in homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation. 
Established 1888. For information write: Registrar, 
Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 


Outstanding RONALD Books... — 


Adolescent Aggression 

ALBERT BANDURA, Stanford University; and 

RICHARD H. WALTERS, University of Toronto 
A revealing study which examines child-train- 
ing practices and family interrelationships that 
may lead to the development of antisocial, 
aggressive behavior in pen boys. Book 
is based on interviews and projective tests of 
boys and their parents. “An impressive new 
resource in our progress toward adequate un- 
derstanding of these hard-to-live-with young- 
sters.”—Adella Youtz, Columbia University. A 
volume in A Psychology Series edited by J. 
McV. Hunt. 1959. 475 pp.; 72 ills., tables. 


$7.50 
Clinical Studies 
in Culture Conflict 


Edited by GEORGENE SEWARD, 

University of Southern California 
This practical manual presents case studies by 
psychiatrists, psychologists, and anthropolo- 
gists who have had first-hand experience with 
patients of diversified cultural origins. The 
subcultures treated include the Negro, the 
displaced European Jew and Gentile, the 
American Indian, and a Spanish- 
speaking group. “Highly readable, well organ- 
ized, and useful.” AMERICAN JOURNAL OF Pus- 
tic HEALTH AND THe Nation’s HEALTH. By 
the author of PSYCHOTHERAPY and CUL- 
TURE CONFLICT. 25 Contributors 1958. 
598 pp., 22 ills. $7.00 


Interpersonal Diagnosis 
of Personality 


TIMOTHY LEARY, Kaiser Foundation Hospital 

A functional theory and per- 
sonality evaluation. This pioneering k pre- 
sents an original personality theory, a series 
of complex techniques for measuring interper- 
sonal expressions at different levels of person- 
ality, and an empirical method for applyin 

the theory and technique in diagnosis an 

prognosis at the clinical level. “Outstanding.” 
—ConTEMPORARY PsycHo.Locy. 1957. 518 pp.; 
120 ills., tables. $12.00 


Schizophrenia 
Edited by ALFRED AUERBACK, 
University of California 
School of Medicine 
Sponsored by the American Psychiatric Asso- 
ciation, this important book provides an inte- 
grated approach to the treatment of schizo- 
phrenia. It reviews Russian developments in 
neurophysiology; outlines recent biochemical 
studies on the psychotoxic blood fraction, tar- 
axein; and appraises the narcoleptic drugs used 
in the treatment of schizophrenia. 1959. 224 
pp., illus. $5.50 


Order your books from: 


-. THE RONALD PRESS COMPANY 
15 East 26th St., New York 10 
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the story 
of a boy 


suffering from 


CHILDHOOD 
SCHIZOPHRENIA 


In this unusual new book, 
Dr. Theodore I. Rubin, 
M.D., shows the work- 

Sings of a schizophrenic 
mind by telling Jordi’s 
story as seen through the 
boy’s own eyes: 


“The garbage pail un- 

der the sink, with its 

greasy, gaping, smelly hole 

frightened him awfully. Shaking 

miserably, he finally opened the door 

and walked into the room backward. The 

woman shook her head and said, ‘Why can’t you 

walk like all of us, Jordi?’ He couldn’t answer — 
the pail might hear him.” 


This book is scientifically accurate, but it is 
not just another technical analysis. It is a moving 
composite portrait, drawn from years of clinical 
experience. Therapists and educators will want 
to read JORDI and recommend it to students and 
parents of disturbed children for the unique in- 
sight it gives into the private world of the men- 
tally ill. 


(Dr. Rubin is Clinical Instructor of Psychia- 
try at the State University of N. Y., Downstate 
Medical Center, College of Medicine. He is also 
affiliated with the American Institute for Psycho- 
analysis and the Karen Horney Clinic.) 


Read this story today and you will never forget 
Jordi as long as you live. 


paperback text edition $1.45 
clothbound edition $2.95 


The Macmillan 


60 FIFTH AVENUE, NEW YORK 11,N. Y. 


Books in Psychiatry 


PSYCHOANALYSIS 
AND 
THE FAMILY 
NEUROSIS 


By MARTIN GROTJAHN, M.D. This notable 
book presents an analytic view ‘of the neurotic 
marriage and the neurotic family. It illustrates 
from the author’s own experience techniques 
of family therapy and the application of ana- 
lytic principles to the treatment of the family. 

$5.95 


PSYCHOANALYTIC 
EDUCATION 


in the United States 


By BERTRAM D. LEWIN and HELEN 
ROSS. A comprehensive study of the present 
state of psychoanalytic training and education 
as it exists in the institutes and other facili- 
ties approved by the American Psychoanalytic 
Association—indispensable for all concerned 
with this field. * $10.00 


FUNDAMENTALS 
OF CHILD 
PSYCHIATRY 


By STUART M. FINCH, M.D. A basic yet 
comprehensive book on the psychic disorders 
of children—for doctors, sociologists, psychol- 
ogists, for everyone who works with children. 
Excellent case illustrations of all disorders are 
provided. $5.95 


At all bookstores 


W. W. NORTON & COMPANY 
55 Fifth Avenue, New York 3 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


V. V. ANDERSON, M.D., LL.D., Director 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Directors YA Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


HALL-BROOKE HOSPITAL 
An Active Treatment Hospital, located one hour from New York 


Accredited by: The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


The Children’s Service 


Outpatient consultation, evaluation and treat- 

ROSERT E. ment for infants and children of grade school to 
SWITZER, M.D. 

emector 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SoLomon, M.D. GeorGeE M. SCHLOMeER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DoNNELL, M. D. RICHARD L. Conpg, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


COMPTON SANITARIUM 


' 820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 
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Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 


Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member N.A.P.P.H. 


Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR. M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo.re, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-9441 


WINDSOR HOSPITAL Established 


Phone: 


A Non Profit Cor ti 
CHestnut 7-7346 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


1898 


JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 
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IMPORTANT 


We are in urgent need of obtaining 
the January, 1893 issue of the 
American Journal of Psychiatry 

(Volume 49 #3) 


We will pay $5 each for the 


first five copies received in this office. 


Send to: 
Austin M. Davies, Bus. Mgr. 
American Journal of Psychiatry 


1270 Avenue of the Americas, Rm. 1817, New York 20, New York 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $3.50 each 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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In 12 (60%) of 20 men- 
tally depressed patients, 
“Vague aches and pains, 
for which no organic pa- 
thology could be found, 


yielded to |"Dexedrine’|.” 
—Settel, E.: Internat. Rec. Med. 170:505. 


* * * 


Sixteen (76%) of 21 men- 
tally depressed patients 
manifesting psychomotor 
retardation responded to 
‘Dexedrine’: “They were 
better able to do their 
day’s tasks and began 
each day with diminished 
fear and insecurity. The 
psychomotor stimulation 
they received seemed to 
dissolve the phlegmatic 
habitus.” 


DEXEDRINE® 
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DEVEREUX SERVES 
THE ATYPICAL CHILD 


SINCE ITS FOUNDING almost fifty years ago, the following types of chil- 
dren have benefited most from the multidisciplined rehabilitation program at 
Devereux Schools: 

1. Emotionally disturbed children of normal or superior intelligence who have 
difficulty adjusting to the conventional school setting. 

2. Pre-psychotic and psychotic children at all levels of intellectual capacity who 
can benefit from intensive individual therapy. 

3. Children with specific education disabilities, such as aphasia or reading, 
visual, speech, or auditory handicaps. 

4. Children who have brain injuries. 

5. Educable mentally retarded children with or without emotional difficulties. 

Exhaustive pre-enrollment evaluations of each child determine his placement 
in one of the twenty-two separate school-units located in Pennsylvania, California, 
and Texas. Highly individualized academic, commercial, and vocational programs 
are conducted under skilled supervision. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D 
Edwin H. Abrahamsen, M.D F. Ellsworth Henry, S.T.D 


Aurelio Buonanno, M.D Milton Brutten, Ph.D 

Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 

Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 

Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D 

William F. Haines, M.D Shirley M. Jahnson, Ph.D. y 
Robert L. Hunt, M.D. Noel Jenkin, Ph.D. 
Richard H. Lambert, M.D. John R. Kleiser, Ph.D 

Leonardo Magran, M.D. Murray Levine, Ph.D. 

Joseph J. Peters, M.D. Henry Platt, Ph.D 

Jacob S. Sherson, M.D. Edgar A. Smith, Ed.D. 

Albert S. Terzian, M.D. George Spivack, Ph.D 

Walter M. Uhler, M.D Herbert A. Sprigle, Ph.D 

Tirso L. Vinueza, M.D. Anne Howe, M.S. 


Kenneth E. Evans, B.S. 


Psychoanalytic Consultants 
G. Henry Katz, M.D Herbert H. Herskovitz, M.D. 


SCHOOLS 
THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS . 
Devon, Pennsylvania TRAINING 
Santa Barbara, California Victoria, Texas RESEARCH 


Professional inquiries for Eastern Schools should 


HELENA T, DEVEREUX 


Administrative Consultant be directed to Charles J. Fowler, Director of 
Admissions, Devereux Schools, Devon, Pa.; for 
EDWARD L. FRENCH, PA.D. Pacific Coast Schools, to Keith A. Seaton, Reg- 
4 Director istrar, Devereux Schools in California, Santa 
Barbara, Calif.; Southwestern residents address 

WILLLAM B. LOEB Devereux Schools in Texas, Box 336, Victoria, 3 


Tex 


Treasurer 
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